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ABSTRACT 

This report summarizes available information on the 
incidence of child abuse among children with disabilities, 
relationships between child abuse and disability, and the incidence 
of disabilities resulting from child abuse or neglect. Much of the 
information in the report comes from data collected on 1,249 
substantiated cases of maltreatment involving 1,834 children. Among 
major findings were: (1) the incidence of maltreatment among children 
with disabilities was 1.7 times higher than for children without 
disabilities; (2) for 47 percent of the maltreated children with 
disabilities, caseworkers reported that the disabilities directly led 
to or contributed to the child maltreatment; and (3) the incidence of 
disabilities caused or likely to have been caused by maltreatment was 
147 per 1,000 maltreated children. It is recommended that: risk 
assessment approaches should include the child's disabilities as a 
risk factor; caseworkers and other professionals should be educated 
on the relationship between maltreatment and disabilities; and state 
and federal systems for reporting cases of child maltreatment should 
include uniform information on disabilities. The reports three 
sections review previous research and explain the study's 
methodology; consider the incidence of maltreatment among children 
with disabilities; and present data on maltreated children with 
disabilities, characteristics of children, characteristics of adults, 
and case processing. Appendices provide further methodological 
detail, the two data collection instruments, and a glossary of terms. 
(Contains 35 references.) (DB) 
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A REPORT ON THE MALTREATMENT OF CHILDREN WITH DISABILITIES 

EXECUTIVE SUMMARY 

Background 

An estimated 23 out of every 1,000 children in the United States are maltreated each 
year (Westat, Inc., 1988). This report focuses on those maltreated children who have the 
additional hardship of prior physical, intellectual, or emotional disabilities. It was prepared in 
response to Section 102(a) of the Child Abuse Prevention, Adoption, and Family Services Act of 
1988 (PJL 100-294). This law required that the National Center on Child Abuse and Neglect 
(NCCAN): 

• Report the incidence of child abuse among children with disabilities; 

■ Identify relationships between child abuse and the children's disability; and 

■ Report on the incidence of children who have developed disabilities as a result 
of child abuse or neglect. 

Much of the information in this report is based on data collected from 35 Child 
Protective Services (CPS) agencies statistically selected to be nationally representative. Each of 
these agencies was asked to provide information on all cases of substantiated maltreatment over a 
4- to 6-week time period in early 1991. Information was collected on 1,249 cases involving 1,834 
children (a case may involve more than one child) whose maltreatment was substantiated. Follow- 
up interviews were conducted with caseworkers responsible for these cases during the summer of 
1991. 

The terminology for "disabilities" varies across professions and disciplines. The report 
uses the current terminology, which is found in the Americans with Disabilities Act (P.L. 101-336), 
rather than the terminology found in P.L. 100-294. Children were considered to have a disability if 
two criteria were met: (a) they were suspected of being mentally retarded, hard of hearing, deaf, 
speech impaired, visually impaired, blind, seriously emotionally disturbed, orthopedically impaired, 
other health impaired, deaf-blind, or of having specific learning disabilities or multiple disabilities; 
and (b) who, because of those impairments, had limited functioning in one or more life activities, 
including mobility, self-care, receptive and expressive language, learning, self-direction, capacity 
for independent living, and economic self-sufficiency. 

O ft 
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Nfcgor Findings 



Major findings from this study include: 

■ The incidence of maltreatment (number of children maltreated annually per 
1,000 children) among children with disabilities was 1.7 times higher than the 
incidence of maltreatment for children without disabilities. 

■ For 47 percent of the maltreated children with disabilities, CPS caseworkers 
reported that the disabilities directly led to or contributed to child 
maltreatment. 

■ CPS caseworkers reported that a disability led to or contributed to 
maltreatment for 67 percent of the maltreated children with a serious 
emotional disturbance, 76 percent of those with a physical health problem, and 
59 percent of those who were hyperactive. 

■ The incidence of disabilities that were caused or were likely to have been 
caused by maltreatment is 147 per 1,000 maltreated children. 

■ For 37 percent of the maltreated children with maltreatment-relatea -ujuries, 
CPS caseworkers reported that maltreatment definitely contributed to or was 
likely to have led to disabilities. 

■ Of the maltreated children with maltreatment-related injuries, CPS 
caseworkers reported that maltreatment definitely contributed to or was likely 
to have led to disabilities for 62 percent of the children who experienced sexual 
abuse, 48 percent of those who experienced emotional abuse, and 55 percent of 
those who experienced neglect. 

■ Among children whose maltreatment had been substantiated by CPS agencies, 
children with disabilities differed from children without disabilities in 
demographic characteristics and in the incidence of type of maltreatment. 

■ Of the maltreated children with maltreatment-related injuries, only 38 percent 
of those who experienced sexual abuse and 45 percent of those who 
experienced neglect were judged by CPS caseworkers as unlikely to have 
developed disabilities as a result of the maltreatment or as not to have 
developed disabilities as a result of the maltreatment. 

■ About 42 percent of the families of maltreated children with disabilities were 
known to a CPS agency as a result of maltreatment reports received prior to the 
maltreatment that was recorded in the study. 

■ CPS caseworkers were more likely to keep cases open ^ longer after 
substantiation for children with disabilities as compared with children without 
disabilities. , 

Specific findings are provided as follows. 




Incidence of Maltreatment Among Children with Disabilities 



For the representative sample of maltreated children studied, 36 per 1,000 
children with disabilities were maltreated. This rate was 1.7 times higher than 
the rate for children without disabilities. Maltreatment included physical, 
sexual, and emotional abuse, as well as physical, educational, and emotional 
neglect. 

The incidence of emotional neglect among maltreated children with disabilities 
was 2.8 times as great as for maltreated children without disabilities. 

Among maltreated children who were physically abused, 17 percent had 
disabilities and 83 percent did not have disabilities. The incidence of physical 
abuse among maltreated children with disabilities was 9 per 1,000, a rate 2.1 
times the rate for maltreated children without disabilities. 

Among maltreated children with disabilities, the incidence of sexual abuse was 
35 per 1,000 children, a rate 1.8 times the rate for maltreated children without 
disabilities. 

Among maltreated children with disabilities, the incidence of physical neglect 
was 12 per 1,000, a rate 1.6 times the rate for maltreated children without 
disabilities. 



Demographic Characteristics/Types of Maltreatment 



The most frequent disabilities among children whose maltreatment was 
substantiated by a CPS agency were serious emotional disturbance, learning 
disability, and speech or language delay or impairment 

Among children whose maltreatment had been substantiated by a CPS agency, 
children with disabilities were more likely to be male, White, from one-child 
families, and over the age of 4 than were children without disabilities. 

Among children whose maltreatment had been substantiated by a CPS agency, 
children with disabilities were more likely to have been medically neglected but 
less likely to have been physically neglected than were children without 
disabilities. 

Among children whose maltreatment had been substantiated by a CPS agency, 
primary caretakers of children with disabilities were less likely to have been 
involved in the maltreatment than primary caretakers of children without 
disabilities (14 percent vs. 24 percent). 
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Case Processing for Children with Disabilities 



Among children whose maltreatment had been substantiated by a CPS agency, 
42 percent of the families with children with disabilities and 39 percent of the 
families with children without disabilities had previous allegations of 
maltreatment 

Among children whose maltreatment had been substantiated by a CPS agency, 
children without disabilities were more likely to be in cases that closed 
immediately after CPS agency substantiation than were children with 
disabilities (29 percent vs. 15 percent). 

Among children whose maltreatment had been substantiated by a CPS agency, 
the mean length of time for cases to remain open before closing during the first 
90 days after substantiation was 46.1 days for children with disabilities and 48.9 
days for children without disabilities. 



Recommendations 



Risk assessment approaches used in CPS agencies should include the child's 
specific disabilities as a risk factor. 

CPS caseworkers should be educated on the relationship between maltreatment 
and disabilities, on identifying disabilities, and on making appropriate referrals 
for children with disabilities. 

Professionals who come into contact with children with disabilities should be 
educated on the relationship between maltreatment and disabilities, on 
identifying possible child maltreatment, and on making appropriate referrals 
for these children. 

State and Federal systems for reporting information on cases of child 
maltreatment should include uniform information on whether or not children 
have disabilities. 

Caseworkers in CPS agencies and professionals in other settings should provide 
specialized services to prevent maltreatment in families with children with 
disabilities. 
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1* INTRODUCTION 



Of the estimated 23 out of every 1,000 children in the United States who are 
maltreated each year (Westat, Lkx, 1988), many have the additional hardship of prior physical, 
intellectual, or emotional disabilities. As mandated by Section 102(a) of PJL 100-294, the Child 
Abuse Prevention, Adoption, and Family Services Act of 1988, the Congress directed the National 
Center on Child Abuse and Neglect (NCCAN) to conduct a study and report on the incidence of 
child abuse among children with disabilities, on the relationship between child abuse and children's 
disabilities, and on the incidence of children who have developed disabilities as a result of child 
abuse or neglect. 

JJl Previous Research on Child Maltreatment and Disabilities 

While anecdotal reports and small scientific studies suggest that children with 
disabilities may be at especially high risk for maltreatment, the extent and nature of this problem 
at the national level has been unknown. The literature that does exist on disabled children who are 
maltreated focuses on two issues of child abuse and neglect: 

m Are children with disabilities at greater risk of experiencing child ^buse and 
neglect than children without disabilities? 

» Are children who are abused or neglected at increased risk of developing 
disabilities as a consequence of their maltreatment? 

Mairy observers have argued that the soecial characteristics of children with 
disabilities may put them at increased risk of abuse and neglect (e.g^ Kirkham et aL, 1986; Scholz, 
1983). Schinke et aL (1981) observed how adequate care for persons without disabilities may 
constitute neglect for those who are mentally retarded. Schilling and Schinke (1984a-b) pointed 
out that special needs children make special demands that may contribute to a parent's stress level 
and subsequent loss of controL Communication deficits, common among developmental 
disabled children, also increase the likelihood of abuse or neglect of children with disabilities. 
Poor judgment and social naivete exhibited by some persons with cognitive limitations also place 
them at risk for sexual exploitation and emotional abuse. 
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Even within the context of the field of child maltreatment, which has been criticized 
for idying on small and poorly controlled studies, research on maltreatment of children with 
disabilities is scarce. While the topic has received attention, only a few recent methodologically 
sound studies have been conducted. For example, an entire volume on maltreatment of children 
with disabilities (Garbarino, Brookhouser, Authier, and Associates, 1987), edited by one of the 
most respected authorities on child abuse, includes a dozen chapters. The editors assembled a 
scholarly, serviceable, and timely collection of papers that consider the special risks faced by 
children with developmental disabilities. Garbarino et aL opens the book by grounding issues 
related to children with disabilities in a larger context of child maltreatment in generaL Drawing 
on their own earlier reviews of the child abuse knowledge base, the authors succinctly cover what is 
known about the causes of maltreatment, the efficacy of present societal responses to the problem, 
and the developmental sequelae of abuse and neglect. The reader learns that maltreated children 
may suffer permanent damage, and of the difficulties of detennining the extent to which 
disabilities precede or result from abuse or neglect. Setting the theme for the chapters that follow, 
the authors describe the complex interaction of biological, familial, and societal variables that 
contribute to the maltreatment of children with disabilities. Yet virtually no data are cited on the 
incidence or prevalence of maltreatment among children with disabilities, and none of the 
contributors attempt to review any of the risk or incidence studies that have been conducted. No 
original data on the scope of the problem are presented 



L1J. Definitions 



A central problem in detennining the prevalence of maltreatment among children 
with disabilities is arriving at valid and reliable definitions of disabilities. In their examination of 
this problem, Schilling and Schinke (1988) found that no nationwide system exists for reporting 
disabling conditions. School systems, thought to apply sound criteria in, determining the need for 
special classes, apply definitions in ways that suit many social, organizational, legal, and 
educational needs (Schilling. Schinke, & Kirkham, 1988). Responses to a recendy completed 
survey of State CPS agencies on maltreated children (Westat, Inc., 1991) were more instructive 
about interstate differences in definitions than they were about the numbers of children with 
disabilities in the CPS systems. Only three or four State CPS agencies appeared to systematically 
differentiate cases involving children with disabilities from other cases. 
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This definitional problem takes on added meaning when child protection practitioners 
are asked to identify disabilities. In an effort to determine whether or not child protection workers 
were identifying developmental^ disabled children, Schilling, Kirkham and Schinke (1986) 
conducted a study of 51 child protection workers in two Western States. Eighty percent believed 
that a disability increases a child's risk of abuse or neglect Yet only eight workers indicated that 
they were aware cf a disability among the preschool children in their child protection caseloads. 
This finding is particularly interesting in that 71 percent of the caseworkers judged themselves as 
at least moderately skilled in determining whether or not a child is developmental^ disabled. 
When asked about the small numbers of children with disabilities reported by child protection 
workers, supervisors believed either that their staff were not recognizing such children, or that 
workers were not encountering children with disabilities. A separate factor that may enter here is 
prevalence (ie., most maltreated children may not be disabled). 

UL2 Available Data 

Numerous investigators have examined the relationship between maltreatment and 
disability. Frodi (1981) reviewed studies, with sample sizes ranging from 14 to 6,000, in which 
children with disabilities were disproportionately represented Gil's (1970) study of 12,000 
children reported that 22 percent of abused children had a physical or intellectual impairment In 
one study (Johnson and Morse, 1968), researchers determined that 70 percent of 97 abused 
children had some form of mental disability. However, as in many of the studies that find such 
hig h rates of disability among maltreated populations, the categories were nonspecific, and 
included minor physical anomalies. 

Sangrund, Gaines, and Green (1974) compared the mental status of abused vs. other 
children- Controlling for socioeconomic status, the investigators found that 25 percent of abused 
children were mentally retarded whereas only 3 percent of controls were mentally retarded A 
study by Souther (1984) found that, among 125 children receiving child protection services in two 
West Virginia counties, 69 percent had one or more disabilities. However, the definition of 
disability included emotional disorders, an inclusive category that may not coincide with most 
definitions of developmental disability. An earlier study of 263 child protection workers in the 
same State found that, in 35 percent of client children, conditions of maltreatment resulted in 
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disabilities; it also found that, in 37 percent of client children, disabilities were a possible 
contributing condition to the occurrence of abuse or neglect 

In another study, Diamond and Jaudes (1983) retrospectively reviewed the charts of 
86 children and adolescents with cerebral palsy. Nine percent had been maltreated following the 
diagnosis of cerebral palsy. In an expanded study of 162 children with cerebral palsy (Jaudes and 
Diamond, 1985), the authors found that 23 percent had been abused, including 9 percent who had 
developed disabilities as a result of abuse. Sullivan, Brookhouser, Knutson, Scanlan, and Schulte 
(1991) studied the records of 482 children with disabilities who had experienced maltreatment and 
were evaluated at a national research hospital over a 4-year period. The most frequent type of 
maltreatment was sexual abuse, for both male and female children (43 percent and 55 percent, 
respectively), and across types of disabilities. 

Robert Ammerman has been perhaps the most prolific contributor to the knowledge 
base on maltreatment of children with disabilities (e.g., Ammerman, Lubetsky, and Drudy, 1990). 
In one study (Ammerman, Van Hasselt, Hersen, McGonigle, and Lubetsky, 1989), the charts of 
psychiatricaDy hospitalized children with multiple disabilities were examined for past evidence of 
maltreatment Disabilities included seizure disorders, sensory disabilities, cerebral palsy, sp'mz 
bifi da , and mental retardation; psychiatric diagnoses included organic brain syndrome and 
pervasive developmental disorder. The researchers believed that the high levels of behavioral 
dysfunction exhibited by these children would place them at extreme risk of abuse and neglect 

In the Ammerman et aL (1989) study sample of 150 children, 19 percent exhibited 
definite evidence of abuse or neglect, 9 percent received a probable rating, and 11 percent 
contained possible evidence of maltreatment In analyzing records on 42 children whose 
maltreatment was coded as definite or probable, physical abuse was present for 69 percent of the 
children, neglect for 45 percent, and sexual abuse for 39 percent of the children (allowing for 
multiple forms of maltreatment for any one child). In comparisons with nonmaltreated patients, 
maltreated children were more likely to live in settings other than with their natural parents. In 
most instances, the maltreatment was the event that resulted in a protective placement Although 
no differences were found for child's age, race, disability, or number of psychiatric hospitalizations, 
maltreated children tended to have more siblings. Several associations between type of 
maltreatment and disability emerged 
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Several other studies reported either low (4 percent) rates of children with disabilities 
among maltreated children (Iowa Department of Social Services, 1977), or no differences in rates 
of disability across abused and non-abused populations (Starr, 1982). For example, Benedict, 
White, Wulff, and Hall (1990) examined records for information on child maltreatment for 500 
children (f e., age 12 and under) with multiple disabilities that included moderate to profound 
retardation for over 97 percent of the children. These children were assessed or treated, over an 
11-year period, by a program that specializes in children with disabilities. Finding that less than 11 
percent of the children had experienced maltreatment that was substantiated by a social service 
agency, the authors concluded that their data do not confirm any increased risk of substantiated 
maltreatment for this population. In explaining the disparate findings, Ammerman, Van Hasselt, 
and Hersen (1988) have observed that the studies often fail to define disability, ask professionals 
with little training to make judgments about disabilities, or may fail to substantiate abuse when 
children have communication deficits. 

1.L3 Comparison With General Populations 

By way of comparison, findings on physical and sexual abuse gathered in surveys of 
general populations should be noted. The 1985 National Family Violence Survey (Strauss and 
Gelles, 1988) found that annual incidence rates of severe violence directed by parents toward 
children 0-17 was 110 per 1,000. Of adult women polled in San Francisco, 28 percent reported that 
they had experienced unwanted sexual touching or other forms of abuse before age 14 (Russell, 
1984). Proportion of male and female adults reporting earlier sexual abuse were 3 percent and 12 
percent in Texas (Kercher, 1980), and 6 percent and 15 percent in Boston (Finkelhor, 1984). 
Hence, given that physical and sexual abuse over the childhood period may have high prevalence, 
reports of high rates of maltreatment among children with disabilities must be viewed in terms of 
overall maltreatment prevalence. 

1.1.4 Institutional Maltreatment 

Also of concern are deveiopmentally disabled children and adults in institutional 
settings. In an effort to determine the extent to which States are monitoring institutional 
maltreatment, Zuckerman, Abrams, and Nuehring (1986) conducted a survey of directors of 52 
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State Protection and Advocacy organizations. Operating in SO States, Puerto Rico, and the 
District of Columbia, these organizations have the authority to pursue legal and administrative 
remedies to protect the rights of persons with disabilities. Of the 43 protection and advocacy 
agencies responding, 63 percent reported that they investigated organizational patterns of 
maltreatment, and 26 percent indicated that they did not carry out this function. With respea to 
investigations of individual reports of allegations of abuse and neglect of a specific resident, 19 
percent did none, 19 percent did independent investigations, 19 percent did joint investigations 
with other government agencies or advocacy groups, and 44 percent conducted both independent 
and collaborative investigations. 

More than half of the protection and advocacy agencies had no access to client 
records unless a specific client or interested party requested assistance. Often, protection and 
advocacy agencies were dependent upon the very organizations they were investigating for access 
to data. On average, most agencies devoted less than one full-time equivalent to investigating 
maltreatment in residential agencies. For all of these reasons, no valid database on maltreatment 
in institutions exists for developmental^ disabled persons. 

The child welfare system, beyond protection and advocacy agencies, also serves many 
children with disabilities who may be maltreated Unfortunately, capturing how many children 
with disabilities are served by this system is very difficult (Camblin, 1982; Richardson, West, Day, 
and Stuart, 1989). A survey by Richardson et aL of child welfare and developmental 
disabilities/mental retardation directors found that interagency cooperation was generally poor. 
Although only superficial data are reported, child welfare organizations and developmental 
disability organizations appear to have had little understanding of the services provided by one 
another. Given these findings, the scarcity of State data, in either child welfare or developmental 
bureaus, on the prevalence of maltreated children with disabilities or on the extent of 
maltreatment in child welfare institutions is not surprising (Rindfleisch & Rabb, 1984). 

LL5 Conclusions 

In sum, many stucu 7, most quite modest, attempt to show that among maltreated 
child ren, disabilities are overrepresented. A smaller number of studies have examined children 
with disabilities, finding that such children are more likely than children without disabilities to be 
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abused or negbcted. Unfortunately, most studies have methodological limitations and invite 
criticism. Because no prospective investigations have been conducted, questions of cause and 
effect remain unanswered. Absent are well designed and conducted studies in which maltreatment 
and disability are carefully defined and reliably determined. 



12 Methodology 

In this section, definitions of key terms are presented The section also describes 
methodology used to assemble the findings for this report and highlights the strengths 
limitations of the methodology. 



12A Definitions 

In the remainder of this report, several terms are used repeatedly that may be 
unfa miliar to the reader. These terms are as follows: 

■ Substantiated Case of Child Maltreatment - This refers to one prmore 
children, usually in a family, for whom a CPS agency investigation has indicated 
that child maltreatment occurred. The definition may encompass the terms for 
investigation dispositions that are used by some agencies, such as confirmed, 
founded, and indicated. The definition of child maltreatment vanes among 
CPS agencies. 

■ Disability - Children were considered to have a disability if two criteria were 
met- (a) they were suspected of being mentally retarded, hard of hearing, deaf, 
speech impaired, visually impaired blind, seriously emotionally disturbed, 
orthopedicalty impaired, other health impaired, deaf-blind, or of having specific 
learning disabilities or multiple disabilities; and (b)who, because of those 
impairments, had limited functioning in one or more life activities, mcluding 
mobility, self-care, receptive and expressive language, learning, self-direction, 
capacity for independent living, and economic self-sufficiency. (This 
terminology and this definition are similar to those used by other organizations 
such as the U.S. Department of Education.) 

. PerinataUy At-Risk Condition - Children were considered to have a perinatally 
. t-risk condition if they were under one year of age and they were suspected ot 
being low birth weight, premature, or HTV infected, or of having a positive drug 
or alcohol toxicology. 
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Appendix C is a glossary that contains additional definitions. 



L22 Data Collection 

Beginning in October 1989, the study involved 2 rounds of data collection conducted 
with caseworkers in a nationally representative sample of 35 Child Protective Services (CPS) 
agencies. (See Figure 1-1.) The first round (Data Collection #1), which provided much of the 
information for this report, ran for 4 or 6 weeks. All cases of maltreatment that were investigated 
and substantiated by a sampled CPS agency during ih+~ period became a pan of data collection 
efforts. The instrument for Data Collection #1 focused on information that allowed the Director 
of NCCAN to form preliminary estimates of the incidence rates of child maltreatment among 
children with disabilities. CPS caseworkers used this instrument to provide information on each of 
1,249 substantiated cases of maltreatment involving 1,834 maltreated children. To develop 
incidence estimates, information from Data Collection #1 was combined with information from 
previously conducted studies on child maltreatment and disabilities in the general population. 
These secondary sources included the Study of the National Incidence and Prevalence of 
Maltreatment (NIS-2), and data from the U.S. Department of Education on the participation of 
children in Federally funded programs for children with disabilities. 

A subsequent round of data collection, Data Collection #2, involved conducting 
telephone interviews with the current or last caseworker assigned to the cases identified in the first 
round. Data Collection #2 occurred approximately 90 days after a case was substantiated This 
data collection effort focused on collecting additional information on services received and on case 
outcomes. It also confirmed the estimates from Data Collection #1 on disabilities. (The estimates 
of some disabilities may change to a limited extent as additional information is gained after 
investigations are completed) Following Data Collection #2, data on the status of cases (e.g., 
open or closed) were collected periodically from the CPS agencies in the study. 
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123 Strengths and Limitations of Methodology 

One of the strengths of the study was that it collected information from those in the 
best overall position to have information on the maltreatment of children and their characteristics: 
caseworkers in CPS agencies. Because these caseworkers were service brokers, they were also the 
best source of information on services provided to children and families and on case outcomes. 
Additional strengths of the study were its longitudinal design and prospective data collection- This 
design permitted following cases for up to 4 months to better understand how service delivery 
decisions were made and how these decisions influenced case outcomes. Collecting data 
prospectively, directly from caseworkers, yielded more complete and reliable information than 
would have been possible collecting data retrospectively and relying on case records. 

A limitation of the study was that it relied on "suspected" assessments of disabilities by 
caseworkers in CPS agencies. These assessments are not as sure as those of health care 
professionals in disability diagnosis. The caseworkers are not qualified to diagnose disabilities. 
They are service brokers for the children whose maltreatment was substantiated and their families 
and, as such, they had the best information available on maltreatment status, services provided, 
and case outcomes. Also, some of the analyses were based on caseworkers' unconfirmed 
perceptions of whether or not children's disabilities led to or contributed to maltreatment and 
maltreatment caused disabilities. The extent to which these limitations influence study results is 
unknown. Nevertheless, the caseworker is the best source of information on the disabilities of 
children in maltreatment cases. 

The study has three other limitations that may affect die generalizabliity of its results. 
First, many of the CPS agencies serve only children who are within family settings. Children in 
institutional settings (e.g^ day care centers and public facilities for children with disabilities) were 
excluded from the investigations and caseloads of some of the CPS agencies. Second, data were 
collected only for cases of maltreatment that were substantiated during the late wim.er and early 
spring of 1991. The methodology did not account for seasonal variation, if any, in the occurrence 
and reporting of maltreatment and disabilities. Third, this study included only cases of 
maltreatment that were reported to CPS agencies. 
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2* THE INCIDENCE OF MALTREATMENT AMONG 
CHILDREN WITH DISABILITIES 

Children with disabilities were over-represented among children whose maltreatment 
was substantiated by a CPS agency. When analyzed with other information, this study finding 
indicates that children with disabilities were at greater risk of experiencing maltreatment than 
children without disabilities. This and other findings on the incidence of maltreatment (Le., 
number or rate of cases of maltreatment that start up anew in a given time period) among children 
with disabilities are discussed in the current chapter. 

2 J Rates of Disabilities Among Children Whose Maltreatment Was Substantiated 

To estimate the rates of disabilities among children whose maltreatment was 
substantiated, caseworkers were asked to identify children who had suspected or known 
disabilities. As mentioned, this identification could have been based on information from sources 
that can property diagnose such conditions or on sources that were not qualified to diagnose 
disabilities. Before deciding to use this approach, several alternative approaches were considered 
and rejected For example, reviewing CPS case files was deemed to be faulty because such files 
often do not contain information on children's disabilities; and professional assessments of 
children in maltreatment cases were infeasible and too expensive. Although relying on caseworker 
suspicions and knowledge to identify children with disabilities is imperfect, it was the strongest and 
most feasible of the approaches considered. 

For an estimated 14.1 percent of children whose maltreatment was substantiated by 
CPS, CPS caseworkers suspected one or more disabilities. The rates of disabilities among 
maltreated children observed in the study were compared with rates of disabilities for children in 
the general population. (See Table 2-1.) For the comparison, a rate of 9 percent was used. 
Estimates of the proportion of children ages 0-17 in the United States who have disabilities range 
from 7 to 10 percent. For example, the U.S. Department of Education served slightly under 7 
percent of all children aged 0-17 under Chapter 1 of the Elementary and Secondary Education Act 
and Part B of the Individuals with Disabilities Education Act; slightly under 10 
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Table 2-1. Percent of maltreated children with disabilities and ratio of maltreated children 
with disabilities to children with disabilities in the general population, by type of 
maltreatment 



Type of maltreatment 


1 

Percent of 
children with 
specific type of 
maltreatment 
with disabilities'* 
(standard error) 


2 

t&auo ot percent oi 
children with 
specific type of 
roanreauncni wiui 
disabilities to percent 
of children in 

with disabilities (9.0%) b 


Any maltreatment 


14.1 
(1.9) 


137** 


Physical abuse 


112 
(3.8) 


1.91** 


Sexual abuse 


152 
(3.9) 


1.69* 


Emotional abuse 


10.6 
(3.6) 


1.18 


Physical neglect 


13.7 
(3.4) 


1.52* 


Educational neglect 


18.0 
(11.6) 


2.00 


Emotional neglect 


213 
(9-5) 


237* 



a Estimates are from this study. The percent of children with a specific type of maltreatment with 
disabilities is the ratio of the number of children with a specific type of maltreatment with 
disabilities to the total number of children with that specific type of maltreatment 



bjhe estimated percent of children with disabilities who are under 18 years old in the United 
States is 9.0 percent This estimate is based on the number of children served under Chapter 1 of 
the Elementary and Secondary Education Act and Part B of the Individuals with Disabilities 
Education Act (U.S. Department of Education, 1991). 

•The ratio is statistically greater than 1.0 for one-tailed test of signficance at fi = 0.10. 
**The ratio is statistically greater than 1.0 for one-tailed test of significance at fi = 0.05. 
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percent of children aged 6-17 were served (U.S. Department of Education, 1991). The study 
assumed that younger children who have disabilities are less likely to be served by the Act and that 
roughly 9 percent of all children between the ages of 0 and 17 have disabilities. 

The rate of disabilities among children whose maltreatment was substantiated was 1.6 
times higher than disabilities among children in the general population. Physically abused children 
were significantly (j> < 0.05) more likely to have disabilities than children in the general 
population. Disabilities were also more likely for children who experienced sexual abuse, physical 
abuse, and emotional neglect than for children in the general population, but the level of certainty 
was lower for these findings (j> < 0.10). 

The observed rate of disabilities may be slightly underestimated. In Data Collection 
#2, suspected disabilities among maltreated children prior to the maltreatment were confirmed. 
This effort resulted in a net gain in the number of maltreated children with disabilities and in a 
small increase in the estimated rate of disabilities. However, Data Collection #2 permitted the 
confirmation of disabilities for most, but not all, maltreated children. To the extent that 
information changed on the disabilities of maltreated children who were excluded from Data 
Collection #2, the revised rates of disabilities are slightly underestimated. 



12 Rates of Maltreatment Among Children With Disabilities 

Maltreated children with disabilities are 1.7 times more likely to experience at least 
one occurrence of maltreatment than children without disabilities. This estimate is based on data 
from the Study of the National Incidence and Prevalence of Child Maltreatment (NIS-2), which 
derived an estimate of the annual incidence of child maltreatment (Westat, Inc., 1988). (See Table 
2-2.) 

To derive estimates of the annual rate of maltreatment among children with 
disabilities, maltreatment rates from NIS-2 were combined with the current study's observations 
on rates of disabilities. Combining data from these two different sources is reasonable because 
both approaches are nationally representative. However, combining the data required one key 
assumption: The proportion of maltreated children who have disabilities was the same among 



ERLC 



25 



2-3 



Table 2-2. Incidence of child maltreatment: overall and by whether or not children have 
disabilities 



12 3 4 

Ratio of incidence 
for all children with 
disabilities to 
incidence for 



Type of maltreatment 


Incidence for 
all children 
(per l,000)a 


Incidence for 
all children 

With fticahiliriftg 

(per l,000)b 


Incidence for 
all children 
without disabilities 
(per 1,000)* 


all children 
without disabilities 
(column 2 % 
column 3) 


Any TTiatrTcarmcni 




355 


2L3 


L67 


Physical abuse 


4.9 


9.4 


4.5 


2.09 


Sexual abuse 


2.1 


35 


2.0 


L75 


Emotional abuse 


3.0 


35 


23 


L21 


Physical negject 


8.1 


123 


7.7 


L60 


Educational neglect 


45 


9.0 


4.1 


220 


Emotional neglect 


32 


7.6 


28 


2.77 



a Estimates are from the Study of the National Incidence and Prevalence of Child Maltreatment (NIS-2). 



bEstimates were derived by multiplying column 1 by the ratio of percent of children with a specific type of 
maltreatment with disabilities to percent of chHdrcn in the general population with disabilities. (See Table 2- 

L) 

^Estimates in this column were derived by disaggregating the estimates in column 1, given the estimates in 
column 2. 
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cases substantiated by CPS as it was among cases unknown to CPS. While the validity of this 
assumption cannot be assessed directly with data from the current study or NIS-2, a model was 
developed to test the assumption indirectly. (See Section A. 1.6.) This model separately correlated 
disabilities with information on children's demographic characteristics that was collected in the 
current study and NIS-2 and predicted disabilities for the cases unknown to CPS, based on the 
characteristics of this population as observed by NIS-2. The results of the modeling effort 
suggested that the study may slightly underestimate the rate of disabilities among maltreated 
children* However, no adjustment was made to the estimated rate because the underestimate was 
small relative to the variability of the estimates. 

National estimates of the incidence of maltreatment for children with disabilities and 
for children without disabilities were derived from the current study results and external data. 
(See Table 2-2.) For example, given that 22.6 per 1,000 children were maltreated in a year (from 
NIS-2) and that a child whose maltreatment was CPS substantiated was 1.57 times as likely as a 
child in the general population to have disabilities (from the current study), then 22.6 times 1-57, 
or 35.5, of every 1,000 children with disabilities were estimated to be maltreated annually. Further, 
9 percent of children in the general population have disabilities. Hence, the incidence of 213 per 
1,000 children without disabilities was derived. Children with disabilities were approximately 1.67 
times more likely to be maltreated than were children without disabilities (35.5 per 1,000 divided 
by 213 per 1,000). In the estimates presented in column 4 of Table 2-2, the incidence of 
maltreatment is higher for children with disabilities for all six different types of maltreatment. 
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3, MALTREATED CHILDREN WITH DISABILITIES: 
CHARACTERISTICS OF CHILDREN, ADULTS, AND CASE PROCESSING 



Among children whose maltreatment had been substantiated by a CPS agency, 
children with disabilities differed from children without disabilities on demographic characteristics 
and on the type of maltreatment that they experienced Caseworkers reported that maltreated 
children who had injuries related to the maltreatment were at great risk of developing disabilities. 
CPS agencies appeared to treat maltreated children with disabilities differently from maltreated 
children without disabilities. The number of children whose maltreatment was substantiated by 
the nationally representative sample of 35 CPS agencies in the study during the 6-week data 
collection period represents approximately 887,000 (plus or minus 276,000) children in the United 
States whose maltreatment was substantiated anew by a CPS agency during calendar year 1991. 
Some of these children were previously reported to and their maltreatment was substantiated by a 
CPS agency. This chapter presents findings on maltreated children with disabilities, on the 
maltreatment that they experienced, on the characteristics of adults associated with these cases, 
and on CPS agency processing of cases for maltreated children with disabilities. 



3 J. Characteristics of Children Whose Maltreatment Was Substantiated 

In this section, study results are presented on the disabilities of children whose 
maltreatment was substantiated and on the demographic characteristics of children with 
disabilities and children without disabilities whose maltreatment was substantiated. Results are 
also provided on the relationship between disabilities and child maltreatment The characteristics 
of the maltreated children in the study are summarized in Table 3-1; Section 3.12 highlights 
differences between children with and without disabilities on these characteristics. 



3.1JL Disabilities 

Children with disabilities accounted for 14.1 percent of the children whose 
maltreatment was substantiated by a CPS agency. Figure 3-1 provides the rate of each "primary 
type of disability" identified by caseworkers. (The primary type of disability is the one type of 
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Table 3-1. Characteristics of all maltreated children and of maltreated children with and without 
disabilities identified nationally during study period 





All maltreated children 


Maltreated children 


Maltreated children 




identified during 


with disabilities identified 


without disabilities identified 




study period 


during study period 


during study period 




Wetxhted 


Number 


Weighted 


Number 


Weighted 


Number 


LJUZaCECXSQC 


percent? 


in sample 


percent 2 


in sample 


percent 2 


in sample 


Disability 














Yes 


14JL 


234 










No 


8S.9 
100 


1,600 
1,834 










Race/ethniciQr 














White, aoc Hispanic 


60.7 


769 


711 


119 


58-8 


650 


Black, not Hispanic 


282 


704 


20-5 


73 


29.5 


631 


Hispanic 


81 


248 


5.0 


27 


8.6 


221 


Other 


19 


106 




13 


3.0 


95 




100 


1329 


100 


232 


100 


1,597 


Sex 














Male 


47.8 


908 


71.4 


148 


43.9 


760 


Female 


512 


92S 


28.6 


85 


56.1 


840 




100 


1£33 


100 


233 


100 


1 ,600 


Age 














Under 1 year 


106 


219 


7.7 


17 


1L1 


202 


1-4 


216 


422 


233 


54 


225 


368 


S-9 


32-5 


548 


235 


70 


34.U 




10-13 


19-5 


365 




m> 


10*5 




14-17 


14J8 


231 




Aft 


1 jl£ 


101 




100 


1/788 


100 


2Z7 


1UU 


1 CXI 


Number of children in family 














1 


xo./ 






79 


25.7 


430 


2 


24.7 


468 


3u 


C*7 

6/ 


43 0 




3 


26^6 


463 


2U2 


57 


it A 




4+ 


xX.1 


304 


16.0 


30 


23.1 


364 




ion 




100 




100 


1*601 


Type of maltreatment*' 














Physical abuse 0 


2S-3 


COO 










Sexual abuse 0 


mo 


275 


2L6 


39 


19.7 


236 


Emotional abuse 0 


15J8 


226 


110 


29 


16J5 


197 


Physical neglect 0 


275 


533 


206 


60 


29.1 


473 


Medical neglect 0 


9.9 


133 




38 


8.4 


95 


Abandonment 


3-2 


96 


13 


8 


3.2 


88 


Expulsion / refusal to care 


4.0 


54 


3.9 


10 


4.0 


44 


Inadequate supervision 


212 


361 


210 


41 


2L0 


320 


Inattention to special education need 


03 


13 


3.4 


10 




3 


Other educational neglect 


4.4 


41 




5 


4.7 


36 


Inadequate auxturance 


16 


52 


5.0 


17 


13 


35 


Refusal or delay of psychological care 




14 




5 




9 


Other emotional neglect 


L5 


33 




3 


U> 


30 


Other maltreatment 


0.6 


23 




2 


0.1 


21 


Positive drug or alcohol toxicology 


16 


82 




2 


3.0 


80 



a Percents are based oa the estimated national numbers, which were weighted according to the stratified sampling design used. A dash indicates 
that the estimated national number is kss than 500. 



b Column totals for percen t and number exceed 100 percent and the total number of maltreated children, respectively, because a child may have 
experienced more than one type of maltreatment 

°A two-tailed test of the statistical significance of the difference between maltreated children with disabilities and those without dis a bilities on 
percent with this type of maltreatment was conducted. It revealed no statistically significant difference at £ « 0.05. 
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disability that the caseworker considered to be the most serious problem for a child with disabilities.) 
This figure also indicates the rate of each primary disability for children 6 to 17 years old in the general 
population (US. Department of Education, 1991). As shown, the most frequently found conditions for 
maltreated chiidren were serious emotional disturbance (25.4 per 1,000 maltreated children) and 
learning disability (213 per 1,000 maltreated children). The rate of maltreated children with physical 
health problems (ie,, physical disabilities and serious illness) was 20.0 per 1,000 maltreated children. 
Compared to children in the general population, maltreated children experienced: a lower rate of 
learning disability; similar rates of speech or language delay/impairment, and of mental retardation; 
and higher rates of serious emotional disturbance and of physical health problems. 

In addition to those children with disabilities, children under the age of 1 who were born 
premature, with a low birthweight, having a positive drug or alcohol toxicology, or testing positive for 
the HIV virus were identified as being "perinatally at-risk" (ie., at risk for developing a disability). 
These children accounted for about 13 percent of all maltreated children. Within this group, 57.9 
percent had a positive drug or alcohol toxicology as the primary risk factor, 323 percent were 
premature, 3.9 percent were low birthweight, and 5.9 percent tested positive for the HTV virus. The at- 
risk children may develop into children with disabilities later but, below age 1, diagnoses of disabilities 
are rarefy reported outside of physical disabilities. 

Despite the widespread perception that the number of foster care cases is being driven by 
substance abuse by pregnant women, the nationally representative sample of 35 CPS agencies studied 
shows less than 2.6 percent, or 26 per 1,000 children, whose maltreatment was substantiated, 
experienced positive drug or alcohol toxicology as a type of maltreatment- (See Table 3-1.) This study 
also indicates that less than 7 per 1,000 children whose maltreatment was substantiated have positive 
drug or alcohol toxicology as a primary at-risk condition. 

Because only 41 perinatally at-risk children are in the sample, inference about this 
population is extremely limited and should be viewed with caution. Similarly, the small number of 
cases of most types of disabflities precludes extensive analysis by primary type of disability. Some data 
are presented for perinatally at-risk children and for each type of disability for the purpose of clarifying 
cer tain key findings, where appropriate. 
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3X2 Demographic Characteristics 
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Among children whose maltreatment was substantiated, children with disabilities differed 
from children without disabilities on several demographic characteristics. As shown in Figure 3-2, 
maltreated children with disabilities were more likely to come from one-child families than from 
families with multiple children; maltreated children without disabilities were more likely to come from 
three-child families. The mean age for children with disabilities in the study was 8.6 years compared to 
7.7 years for children without disabilities. The difference in age distribution was greatest for children 5- 
9 and 14-17 years old. (See Table 3-2.) Fewer than 24 percent of children with disabilities in the study 
were 5-9 years old compared to 34.0 percent of children without disabilities. About 24 percent of the 
children with disabilities were age 14-17 compared to only 132 percent of those who were without 
disabilities. The difference in ages among children with disabilities and children without disabilities in 
the study may have been related to the age at which a disability is noted or diagnosed, or it may have 
been related to the source of referral for maltreated children. As subsequently described, children with 
disabilities in the study were more likely to be referred for maltreatment by the schools than were 
children without disabilities. 

Children with disabilities and children without disabilities in the study also differed by sex 
and race/ethnicity. Although maltreatment was found almost equally among male and female children, 
males were more than twice as likely to have disabilities than females. (See Figure 3-3.) This finding is 
consistent with the literature that indicates males in the general population are more likely to have 
disabilities than females in the general population (Hermon, Contrucci, and Stockton, 1992; SRI 
International, 1991). Maltreated White children were more likely to be classified as having disabilities: 
They accounted for 60.7 percent of all maltreated children as opposed to 72.1 percent of the maltreated 
children with disabilities. Conversely, maltreated Black and Hispanic children were somewhat less 
likely to be classified as having (usabilities. As shown in Figure 3-4, the rates of disabilities among 
White, Black and Hispanic maltreated children were 1013 per 1,000 maltreated children (16.7 percent 
of all White maltreated children), 28.9 per 1,000 maltreated children (10.2 percent of all Black 
maltreated children), and 7.1 per 1,000 maltreated children (8.8 percent of all Hispanic maltreated 
children), respectively. 

Problems in diagnosis as well as in the reporting of disabilities complicate efforts to 
differentiate true differences among the racial/ethnic populations from those that are anomalies of 
reporting systems. National data do not identify the prevalence of children with disabilities by 
race/ethnicity. Hence, whether or not the differences found in the maltreated population reflect those 
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Figure 3-2. Estimated rate of maltreated children with and without disabilities 
(per 1 ,000 maltreated children) by number of children in family 



| With disabilities 
53 Without disabilities 




One child Two children Three children Four or more 

children 

Number of children in family 



Note: The number of children in the study sample of matreated children was 1 ,834. 
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Tabic 3-2 Estimated average rate of maltreated children with and without disabilities (per 1,000 
maltreated children) per year of age by age category 



Estimated average 
rate of maltreated 
children with 
disabilities (per 
1,000 maltreated 
children) per 
year of age 
(column %) 



Estimated average 
rate of maltreated 
children without 
disabilities (per 
1,000 maltreated 
children) per 
year of age 
(column %) 



Under 1 year 

1-4 

5-9 

10-13 

14-17 



Total 



Note: 



10.8 
(7.7) 

82 
(233) 

6.6 
(23-5) 

7.4 
(21.1) 

8.6 
(24.4) 

7.8 
(100.0) 



95.1 
(11.1) 

48.4 
(22.5) 

58.4 
(34.0) 

413 
(192) 

28.4 
(132) 

47.8 
(100.0) 



The number of children in the study sample of ™?*"£^™J!£J%?^S§££ 
of maltreated children per year of age were calculated by dmding the estimated rate or manreareu 
for an age category by the number of years encompassed by that category. 
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Figure 3-3. Percent of male and female maltreated children with and without 
disabilities 
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20 



10 



92.3 



79.0 





m With disabilities 



^ Without disabilities 



Male Female 
Sex of child 



Note: The number of children in the study sample of maltreated male children was 908; 
the number of children in the study sample of maltreated female children was 925. 
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Figure 3-4. Estimated rate of maltreated children with and without disabilities 
(per 1 ,000 maltreated children) by race/ethnicity 



■ With disabilities 




White, not Black, not Hispanic Other Don't know 

Hispanic Hispanic 



Race/ethnicity of child 



Note : The rates are per 1 ,000 maltreated children overall; they are not per 1 ,000 maltreated children in 
specific race /ethnicity groups. The number of children in the study sample of maltreated children was 1 ,829. 
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found in the general population cannot be assessed These problems, coupled with the small number of 
cases of children with disabilities in the study, made interpretation of the data difficult Nevertheless, 
these findings can help to identify the need for further study. 

Analyses were also conducted on the race/ethnicity of maltreated children who were 
classified as perinatally at-risk (e.g., children under the age of one year who were born premature, with 
a low birthweight, having a positive drug or alcohol toxicology, or testing positive for the HIV virus). 
For very young children, maltreated Black children were more likely to be classified as being perinatally 
at-risk than maltreated White children. The recent widespread use of crack/cocaine and the 
appearance of the HIV virus may mean that the long-term effects of these conditions on children 
cannot yet be seen- If Blade children are disproportionately testing positive for drugs or alcohol and 
the HTV virus now, a higher percentage of children with disabilities may be Black in future years. The 
small number of perinatally at-risk children did not warrant analysis by both race/ ethnicity and type of 
at-risk condition. 

In summary, CPS-substantiated maltreated children with disabilities differed from 
maltreated children without disabilities in several ways. Children with disabilities were 
disproportionately male, White, older, and from families with only one child in residence. 

3.13 Disabilities and Type of Child Maltreatment 

Among children whose maltreatment was substantiated, children with disabilities differed 
from children without disabilities on the various types of maltreatment (Although associations 
between a child's disabilities and specific types of maltreatment appear to exist, analyses revealed that 
these associations are not statistically significant.) As shown in Table 3-3, children with disabilities in 
the study were somewhat less likely to have experienced physical neglect or emotional abuse than 
children without disabilities. (While Table 2-2 provides information on the percent of children with a 
given type of maltreatment who had disabilities, Table 3-3 provides information on the percent of 
maltreated children with and without disabilities who experienced a given type of maltreatment.) 
Children with disabilities in the study were more likely to be medically neglected than children without 
disabilities (18.8 percent vs. 8.4 percent). This finding may indicate that, because children with 
disabilities often have medical needs that require more attention than the needs of children without 
disabilities, the likelihood of medical neglect may be higher for children with disabilities- They were 
also more likely to be physically abused Although children with disabilities were more vulnerable to 
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Table 3-3. Maltreated children with and without disabilities by type of maltreatment 



Maltreated children 
with disabilities 



Estimated 
rate 

(per 1,000 Number 
maltreated Weighted in 
Type of maltreatment children) percent* sample 



Maltreated children 
w ithout disabilities 



Estimated 
rate 

(per 1,000 Number 
maltreated Weighted in 
children) percent 3 sample 



Physical abusc b 


48.6 


34.6 


83 


234.1 


272 


506 


Sexual abuse b 


303 


2L6 


39 


169.5 


19.7 


236 


Emotional abuse b 


16.8 


no 


29 


14L5 


16.5 


197 


Physical neglect* 


29.0 


20.6 


60 


250.4 


29.1 


473 


Medical neglect 6 


265 


185 


38 


72.6 


8.4 


95 


Abandonment 


4.7 


33 


8 


27.8 


32 


88 


Expulsion/refusal to care 


5.5 


35 


10 


34.7 


4.0 


44 


Inadequate supervision 


305 


22D 


41 


180.6 


21.0 


320 


Inattention to special 
education need 


4.7 


3.4 


10 






3 


Other educational neglect 






5 


402 


4.7 


36 


Inadequate nurturance 


7.1 


5.0 


17 


19.4 


23 


35 


Refusal or delay of 
psychological care 






5 






9 


Other emotional neglect 






3 


13.9 


1.6 


30 


Other maltreatment 






2 


5.4 


0.6 


21 


Positive drug or alcohol 
toxicology 






2 


253 


3.0 


80 



Note: Column totals for rates, percents, and numbers exceed the rates for maltreated children with and without 
disabilities, 100 percent, and the number of maltreated children with and without disabilities, respectively, 
because a child may have had more than one disability. Estimated rates were calculated by dividing the 
weighted number of maltreated children with or without disabilities with a given type of maltreatment by the 
total weighted number of maltreated children and multiplying the result by 1,000. Weighted column 
percents were calculated by dividing the weighted number of maltreated children with or without disa bi l i ties 
with a given type of maltreatment by the total weighted number of maltreated children with or without 
disabilities, respectively, and multiplying the result by 100. 

a Perce»ts are based oo the estimated national numbers, which were weighted according to the stratified sampling design used. A dash indicates 
that the estimated national number is less than 500. 

b A two-tailed test of the statistical significance of the difference between maltreated children with disabilities and those without disabilities on 
percent with this type of maltreatment was conducted. It revealed no statisrjcaUy significant difference at £ * 0.05. 
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inattention to special than children without educational needs disabilities, the two groups were 
roughly equivalent on the incidence of this type of maltreatment In comparison with the study of 
psychiatrical^ hospitalized children with multiple disabilities conducted by Ammerman et aL 
(1989), which was described in Section 1.1*2, the current study found lower rates of physical abuse 
(34.6 percent vs. 69 percent) and sexual abuse (21.6 percent vs. 39 percent) among children with 
disabilities whose maltreatment had been CPS substantiated. 

3X4 Disabilities Leading To or Resulting From Quid Maltreatment 

In Data Collection #2, information was collected from caseworkers on whether or not 
existing disabilities were perceived to have led to or contributed to the maltreatment of *he subject 
child (The subject child is the one child in each case identified by the caseworkers as the subject 
of the substantiated maltreatment report) Information was also gathered on the extent to which 
maltreatment was perceived to have "caused" disabilities for subject children who had 
maltreatment-related injuries. As mentioned, information on the role of disabilities in the 
maltreatment reflects the opinion of the caseworkers, which may or may not be confirmed by 
reliable independent sources. Also note that the link between a given type of maltreatment and 
whether or not it caused disabilities is somewhat tenuous: A child may have experienced more 
than one type of maltreatment, and the analyses were unable to discern which type of 
maltreatment caused the child's disabilities. 

Caseworkers reported that children's disabilities were perceived to have led to or 
contributed to maltreatment for over 47 percent of the maltreated subject children with disabilities 
prior to the maltreatment (See Table 3-4.) A disability was perceived to have contributed to the 
maltreatment for over 76.1 percent of the maltreated children whose primary disability was a 
physical health problem. This also proved true for 66.6 percent of maltreated children with serious 
emotional disturbances and 59.2 percent of maltreated children who were hyperactive. As shown 
in Table 3-5, caseworkers reported that disabilities were perceived to have contributed to 
maltreatment for a large proportion of children who were physically abused (32.i percent), 
sexually abused (45.1 percent), emotionally abused (36.7 percent), and neglected (26.1 percent). 
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Table 3-4- Percent of maltreated children for whom disabilities were suspected by caseworker to 
have led to maltreatment, by type of disability 



Weighted percent of maltreated 
children for whom disabilities 
were suspected to have 
Type of disability led to maltreatment 



Any disability 472 

Learning disability 32.8 

Serious emotional disturbance 66,6 

Physical health problem 76.1 

Mental retardation 43 .4 

Hyperactivity 59,2 



Speech or language delay/impairment 
Failure to thrive 



Note: The number of children in the study sample of maltreated children for whom disabilities were 
suspected to have led to maltreatment was 52. Fercents are based on the estimated national numbers, 
which were weighted according to the stratified sampling design used. Information on whether or not 
HicaKilirip* were suspected to have led to maltreatment is from caseworker records and inferences. 
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Table 3-5. Percent of maltreated children for whom disabilities were suspected by caseworker to 
have led to maltreatment, by type of maltreatment 



Weighted percent of maltreated 
children for whom disability 

was suspected to have Numbe^ in 

Type of maltreatment led to maltreatment sample 



Any maltreatment 


332 


76 


Physical abuse 


32.1 


29 


Sexual abuse 


45.1 


8 


Emotional abuse 


36.7 


10 


Neglect 


26.1 


42 



Note: The number of children in the study sample of maltreated children for whom disabilities were 
suspected to have led to maltreatment was 76. Per cents are based on the estimated national numbers, 
which were weighted according to the stratified sampling design used. Information on whether or not 
disabilities were suspected to have led to maltreatment is from caseworker records and inferences. 
The column total exceeds 100 percent because a child may have experienced more than one type of 
maltreatment The number of cases available for this analysis makes comparisons among types of 

fnaltTP-alm^rfr difficult, 
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For a substantial percentage of maltreated subject children who experienced injuries 
as a result of the maltreatment, caseworkers reported that maltreatment definitely caused or was 
likely to have caused disabilities (36.6 percent). (See Table 3-6.) According to caseworkers, 
maltreatment d efinit ely or was likely to have caused a disability for 615 percent of the maltreated 
children with maltreatment-related injuries who experienced sexual abuse, for 483 percent of the 
maltreated children with maltreatment-related injuries who experienced emotional abuse, and for 
54.6 percent of the maltreated children with maltreatment-related injuries who experienced 
neglect 

32 Characteristics of Adults Associated With Cases of Maltreatment 

Among children whose maltreatment was substantiated by CPS, the relationship of 
the primary caretaker to the child was very similar for children with disabilities and children 
without disabilities in the study. (See Table 3-7.) The mother was the primary caretaker for 90 
percent of the maltreated children. The mother was the primary caretaker for 85 percent of the 
perinatally at-risk children. 

According to caseworkers, the primary caretaker was the perpetrator for 66.7 percent 
of the children with disabilities and 63.8 percent of the children without disabilities whose 
maltreatment was substantiated by CPS. (See Figure 3-5.) However, only 11.8 percent of the 
caretakers of children without disabilities "permitted maltreatment," whereas 192 percent of the 
primary caretakers of children with disabilities permitted maltreatment (Permitted maltreatment 
refers to a primary or other caretaker being present during the maltreatment and knowingly 
allowing or not attempting to intervene to stop the maltreatment, or having reason to know about 
the problem or danger but not protecting the child or preventing recurrences.) Hence, primary 
caretakers of children with disabilities were more likely to be passively involved in the 
maltreatment than to have played no role whatsoever. The age of primary caretakers was similar 
for both children with disabilities and children without disabilities from the study. 

As shown in Table 3-8, the relationship of the perpetrator to the maltreated child was 
similar for children with and without disabilities. The biological mother was the perpetrator for 
the majority of maltreated children. For over 15 percent of children with disabilities and children 
without disabilities, the biological father was the perpetrator. 
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Table 3-6. Percent of maltreated children with maltreatment-related injuries by extent to which 
maltreatment was suspected to have caused disabilities, and type of maltreatment 



Type of maltreatment 


Extent to which maltreatment 
was suspected to have caused 
disability? 


Definitely 
yes or 
likely 
(row %) 


Unlikely or 
definitely 

no 
(row %) 


Any maltreatment 


36.6 


63.4 


Physical abuse 


15.1 


84.9 


Sexual abuse 


6L5 


38.5 


Emotional abuse 


483 


51.7 


Neglect 


54.6 


45.4 



Note: The number of children in the study sample of maltreated children with maltreatment-related 



injuries was 60L Percents are based on the estimated national numbers, which were weighted 
according to the stratified sampling design used. Information on the extent to which 
Tnaltrr?tmf^r caused disabilities is from responses by caseworkers to two questions. The first 
question was, "Was there any injury, even minor, or impairment to [name of the maltreated child] 
as a result of the maltreatment?" U the response was "yes," the second question was asked: "Has 
the injury or impairment resulted in any permanent or long-term handicapping condition? The 
information provided by caseworkers on the extent to which maltreatment caused a disability is 
based on caseworker records and inferences. 
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Table 3-7. Percent of maltreated children with and without disabilities by relationship of primary 
caretaker to child 





Disability 


Relationship of primary caretaker 


Yes 

Weighted Number 
percent 3 in sample 


No 

Weighted Number 
percent* in sample 


Biological mother 


84.5 


184 


89.6 


1312 


Biological father 


6.6 


13 


53 


52 


Adoptive/foster parent, step-parent 
or other relative 


62 


20 


4.5 


96 


Other 




1 


0.6 


8 


Don't know 




1 




2 


Total 


100 


219 


100 


1,470 



'Perceats axe based on the estimated national numbers, wfakh were weighted according to the stratified sampling design used. A dash 
indicates that the *" ct4mil * yH national number is less than 500. 
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Figure 3-5. 



Percent of maltreated children whose primary caretaker had 
different roles in maltreatment, with and without disabilities 




Note : The number of children in the study sample of maltreated children with disabilities was 255; 
the number of children in the study sample of maltreated children without disabilities was 1 ,536. 
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Table 3-8. Percent of maltreated children with and without disabilities by relationship of 
perpetrator to child 





Disabilities 


Relationship of perpetrator 


Yes 

Weighted Number 
percent* in sample 


No 

Weighted Number 
percent* in sample 


Biological mother 


57.7 


132 


57.0 


938 


Biological tether 


165 


32 


15.4 


230 


Adoptive/foster parent, step-parent, 
or other relative 


77 


29 


14.5 


208 


Other 


122 


23 


11.6 


114 


Don't know 


5.9 


5 


1.4 


11 


Total 


100 


221 


100 


1,501 



*Percents are based on the estimated national numbers, which were weighted according to the stratified sampling design used. 
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In summary, children with disabilities and children without disabilities in the study 
differed very little on the characteristics of primary caretakers and perpetrators. The most 
important differences were that primary caretakers of children with disabilities were more likely to 
permit the maltreatment of a child by another adult and less likely to have been involved in the 
maltreatment 

33 Characteristics of Case Processing 

In this section, study results on case processing are discussed. Case processing begins 
when a CPS agency receives an allegation of maltreatment and proceeds through the investigation 
of the allegation to the provision of services, if any. Separate subsections are presented on case 
processing prior to substantiation, at substantiation, and after substantiation. 

33.1 Case Processing Prior to Substantiation 

A substantial proportion of the families of maltreated children with disabilities were 
known to a CPS agency prior to the substantiated maltreatment. Over 42 percent of the 
maltreated children with disabilities were in families that had previous allegations of maltreatment 
recorded This percentage is very close to that for children without disabilities (39.1 percent). 

Schools were the single largest referral source for children with disabilities in the 
study, accounting for 362 percent of all referrals. (See Table 3-9.) In contrast, schools referred 
only 213 percent of all children without disabilities in the study. For children without disabilities 
in the study, family members, friends, or neighbors were the single largest referral source, 
comprising 28.0 percent of the referrals. Family, friends, and neighbors referred only 13.8 percent 
of the children with disabilities. The referral rates from hospitals and physicians, and from mental 
health, alcohol, or drug treatment programs were very similar for children with disabilities and 
children without disabilities. 

Another way that referral sources for maltreated children were analyzed was to 
consider which sources could have been expected to have diagnosed or been aware of a disability. 
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Table 3-9. Percent of maltreated children with and without disabilities by referral source for 
maltreatment 





Disabilities 


Referral source 


Yes 

Weighted Number 
percent 8 in sample 


No 

Weighted Number 
percent 9 in sample 


Law enforcement/criminal justice system 


21.6 


40 


203 


341 


Social service agency 


35 


16 


83 


132 


Schools 


362 


83 


213 


334 


Hospital, medical 


13.8 


39 


113 


248 


Mental health, drug/alcohol 
treatment program 




10 


3.6 


41 


Family member, friend, or neighbor 


13.8 


28 


28.0 


385 


Other 


7.9 


16 


7.0 


118 


Don't know 




1 




1 


Total 


100 


233 


100 


1,600 



a Pr trra * axe based on the estimated national numbers, which were waited according to the stratified sampling design used. A dash 
indicates that the estimated national number is less than 500. 
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Such sources include schools, medical personnel, and mental health, alcohol, and drug abuse 
treatment centers. From this perspective, 53.0 percent of all referrals of children with disabilities 
in the study came from sources that could have been expected to have knowledge of the disability. 
However, the referral source might not have actually diagnosed a child's disabilities. For example, 
the referral source may have made the referral for a child without disabilities in the family. Also, 
the referral might be based on information provided by a caretaker of the child, and not on 
e xamin ation of the child. 

Additional information was obtained regarding the source of information for the 
disability. (See Figure 3-6.) Schools and medical sources were the most frequently used sources. 
The primary source of information that the caseworkers had about the disability was a professional 
source (Le-, social service agency, schools, medical, or mental health/drug or alcohol treatment 
program source) for almost 80 percent of the children with disabilities. 

332 Case Processing at Substantiation 

Initial case disposition was examined to determine if children with disabilities in the 
study had different case dispositions than children without disabilities. CPS caseworkers were 
asked to select the one case action taken (Le., the case actions were mutually exclusive), at the 
time the case was substantiated, from the following choices: (a) case closed, no other action taken; 
(b) case open for ongoing protective services only; (c) case open for protective and preventive 
services; (d) case open for preventive services only; (e) child placed in foster care; (f) other, and 
(g) action pending. Since agencies vary on how they define and organize protective and preventive 
services, these categories were combined in the analysis. Note that the actual provision of services 
may differ from the services intended at the time of substantiation. 

As shown in Table 3-10, 292 percent of all children without disabilities in the study 
had their cases closed after substantiation compared to only 152 percent for the children with 
disabilities in the study. Both for children with disabilities and chEdren without disabilities, the 
most frequent case action was provision of p^tective and/or preventive services (53.7 percent and 
47.9 percent, respectively). Surprisingly, placement rates for families with children with disabilities 
and for families without children with disabilities in the study were very similar (6.9 percent vs. 8.8 
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Figure 3-6. 



Estimated rate of maltreated children with disabilities 
(per 1,000 maltreated children) by primary source of 
information on disabilities 
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Table 3-10. Percent of maltreated children with and without disabilities by initial case action 



Initial case action 


Disabilities 


Yes 

Weighted Number 
percent 3 in sample 


No 

Weighted Number 
percent 8 in sample 


Closed: No further action 




36 


292 


416 


Open: Protective and/or preventive services 


53.7 


133 


47.9 


825 


Open: Foster care 


6.9 


29 


8.8 


159 


Other 


24.0 


34 


13.8 


190 


Don't know 




1 




9 


Total 


100 


233 


100 


U99 



*Peteents aw based on tbc estimated national numbers, which wot weighted according to the stratified sampling design 
indicates that toe estimated national number is less than 500. 
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percent, respectively). (Although an association between a child's disabilities and initial case 
action appears to exist, analyses revealed that this association is not statistically sig nif ic a n t) 

The percentage of children in families with one or more children placed in foster care 
reflected only those children in foster care at substantiation. Hence, children who were placed 
during the investigation and returned home prior to substantiation would be excluded from the 
foster care placements. Information from Data Collection #2 indicated that about 14 percent of 
the maltreated children with disabilities were in families for which a foster care placement was 
made as a result of the maltreatment during the 3 to 4 months after substantiation. This is lower 
than the rate for maltreated subject children without disabilities (21 2 percent). 

Additional analyses of case actions examined the distribution of child's age for each 
case action. Case actions for children with disabilities and children without disabilities differed 
dramatically by age. For children with disabilities in the study, case closings were least frequent 
for children under the age of 5 and then increased for children through age 9. (See Table 3-11.) 
They remained at that same level for children over the age of 9. Case closing rates for children 
without disabilities followed a similar pattern. 

About a quarter of children with disabilities in each of the 4 and under, 5-9, 10-13, and 
14-17 age categories received protective and/or preventive services. (See Table 3-12.) Only 10.6 
percent of children without disabilities age 14-17 received services compared to 25.8 percent of the 
children with disabilities in the same age range. 

Foster care placements were lower for children with disabilities than for children 
without disabilities at all ages except for those who were older. 

As shown in Table 3-13, children whose disabilities led to maltreatment were about as 
likely to have their cases closed as other children with disabilities, but somewhat more likely to 
receive protective and/or preventive services. Analyses also revealed several relationships 
between initial case action and the extent to which caseworkers believed that maltreatment caused 
disabilities for children with maltreatment-related injuries. (See Table 3-14.) The percentage of 
children with maltreatment-related injuries whose cases were closed at substantiation decreased 
with the likelihood that the maltreatment was suspected to have caused disabilities. Children with 
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Table 3-11. Estimated rate of maltreated children whose cases were closed at substantiation with 
and without disabilities (per 1,000 maltreated children) by age of child 





Estimated rate of maltreated children whose cases were closed 


Age of child 


Children with disabilities 
(per 1,000 maltreated 
children) 
(column %) 


Children without disabilities 
(per 1,000 maltreated 
children) 
(column %) 


Under 1 year - 4 


52 
(212) 


59.4 
(23.6) 


5-9 


7.1 
(37.1) 


94.9 
(37.8) 


10-17 


6.8 
(35.7) 


97.0 
(38.6) 


Total 


19.1 
(100) 


2513 
(100) 



Note: The number of children in the study sample of maltreated children whose cases were dosed, with 
fl^hiliri^ was 36; the number of children in the study sample of maltreated children whose cases 
were closed, without disabilities, was 416. 
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Table 3-12. Estimated rate of maltreated children whose families received protective and/or 
preventive services with and without disabilities (per 1,000 maltreated children) by 
age of child 





Estimated rate of maltreated children whose families 
received protective and/or preventive services 


Age of child 


Children with disabilities 
(per 1,000 maltreated 
children) 
(column %) 


Children without disabilities 
(per 1,000 maltreated 
children) 
(column %) 


Under 1 year - 4 


18.1 
(223) 


155.8 
(38.1) 


5-9 


20.6 
(25.4) 


140.5 
(343) 


10-13 


21.5 
(26-5) 


69.7 
(17.0) 


14-17 


20.9 
(25.8) 


432 
(10.6) 


Total 


81.1 
(100) 


4092 
(100) 



Note: The number of children in the study sample of maltreated children whose families received protective 
and/or preventive services, with disabilities, was 133; the number of children in the study sample of 
maltreated children whose families received protective and/or preventive services, without dis abi l it ies, 
was 825. 
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Table 3-13. Percent of maltreated children with disabilities by whether or not disabilities were 
suspected by caseworker to have led to maltreatment and by initial case action 



Initial case action 


Disability led to maltreatment? 


Yes 

Weighted Number 
percent* in sample 


No 

Weighted Number 
percent* in sample 


Closed: No further action 


10.1 9 


13.7 22 


Open: Protective and/or preventive service 


61.9 34 


53.6 71 


Open: Foster care 


7 


1L5 19 



a Pcrccats aic based on the estimated national numbers, which were weighted according to the stratified 
sampling design used. 
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Table 3- 14. Percent of maltreated children with maltreatment-related injuries by extent to which 
maltreatment was suspected by caseworker to have caused disabilities and by initial 
case action 



Initial case action 


Extent to which maltreatment 
caused disability 


Definitely yes 

or likely 
(column %) 


Unlikely or 
definitely no 
(column %) 


Closed: No further action 


10.7 


26.9 


Open: Protective and/or preventive services 


63.6 


44.5 


Open: Foster care 


16.7 


6.6 



Note: The n umb er of children in the study sample of maltreated children with maltreatment-related injuries 
was 452. Percents are based on the estimated national numbers, which were weighted according to the 
str atified sampling design used. Information on the extent to which maltreatment caused a disability is 
from caseworker records and inferences. 
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maltreatment-related injuries were more likely to receive services or be placed in foster care as the 
likelihood that maltreatment-caused disabilities increased These relationships may not be 
surprising given that the extent to which maltreatment caused disabilities is probably an indicator 
of the severity of the maltreatment 

These findings indicate that the presence of a disability affected the type of action 
taken by the child welfare agency. The actions taken varied considerably by child's age, 

333 Case Processing After Substantiation 

Study results on case processing after the substantiation of maltreatment indicate the 
amount and type of services provided to cases that remained open. Families with one or more 
maltreated children with disabilities received an average of 7.9 caseworker visits compared to an 
average of 5.1 family visits for families with maltreated children with no disabilities. Most of the 
family visits were focused on a relatively small number of families. Approximately 58 percent and 
56 percent of the maltreated children with and without disabilities were in cases that received one 
or more services as a result of the maltreatment, respectively. As shown in Table 3-15, the 
percentage of families receiving any given service was fairly small for families with and without 
children with disabilities. Information on the duration and intensity of services was not collected 

When all case closings are considered, 75.6 percent of the cases closed for children 
with disabilities more than 90 days after substantiation, compared with 52.0 percent for children 
without disabilities. (See Table 3-16.) Of the cases that were opened after substantiation of 
maltreatment, maltreated children with disabilities and those without disabilities differed very little 
on the mean length of time that cases remained open before closing during the first 90 days after 
substantiation. The mean number of days that cases remained open before closing during this 
period was 46.1 days for children with disabilities and 48.9 days for children without di abilities. 
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Table 3-15. Percent of maltreated children with and without disabilities by services provided to 
families after substantiation of maltreatment 



Service provided 


Maltreated 
children with 
disabilities 
(weighted percent) 


Maltreated 
children witnout 

disabilities 
(weighted percent) 




10.5 


7.1 






62 




92 


5.7 


P'mr&lfwnnent / train in 2 




23 


rxaDiUXauon / rcnaujiiuxiivjii 


4.6 


62 


XlUlllCUulKCi 9vl vil^C- 


6.9 


8.4 


X-X/"\iio Aitnl/i fnonoffPTTIPflt 

xiousenoiQ nuuidgcmciu 


33 


5.4 


TTousinff assistance 


6.7 


6.1 


Individual counseling 


27.1 


26.7 


Famflv counseling 


27.0 


183 


Other mental health services 


12.6 


102 


Legal services 




O Q 


Medical services 


232 


14.7 


Parent training 


92 


12.4 


Peer support group 


10.7 


4.4 


Respite care 




1.6 


Transportation 


17.5 


142 


Other 


10.1 


7.6 



Note: The number of children in the study sample of maltreated children was 803. Column totals exceed 100 
percent because families may have received mere than one service. Percents are based on the 
estimated national numbers, which were weighted according to the stratified sampling design used. A 
dash indicates that the estimated national number is less than 500. Information on the duration and 
intensity of services was not collected. 
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Table 3-16. Percent of maltreated children with and without disabilities by length of time cases 
remained open before dosing 



Length of time case remained 
open before closing 


Disabilities 


Yes 

Weighted Number 
percent* in sample 


No 

Weighted Number 
percent* in sample 


1-30 days 


6.7 


7 


133 


74 


31 - 60 days 


13-0 


S 


19.1 


68 


61 - 90 days 


4.8 


7 


15.6 


41 


91 - 120 days 


51.9 


17 


30.1 


63 


120 + days 


23.7 


12 


21.9 


60 


Total 


100 


51 


100 


306 



Note: This table is on maltreated children whose cases were open at substantiation. The percents of all 
maltreated children with disabilities whose cases were closed and open at su bst a n tia t i o n were 152 
percent and 60.6 percent, respectively; the percents of ail maltreated children without disa bi l i tie s whose 
cases were closed and open at substantiation were 292 percent and 56.7 percent, respectively. 



*Peicents are based oo the estimated national numbers, which were weighted according to the stratified sampling design used. 
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4. RECOMMENDATIONS 



Based on the results of this study, six recommendations are in order: (a) risk 
assessment approaches used in CPS agencies should include the child's specific disabilities as a risk 
factor; (b) CPS caseworkers should be educated on the relationship between maltreatment and 
disabilities, on identifying disabilities, and on making appropriate referrals for children with 
disabilities; (c) professionals who come into contact with children with disabilities should be 
educated on the relationship between maltreatment and disabilities, on identifying possible child 
maltreatment, and on making appropriate referrals for these children; (d) State and Federal 
systems for reporting information on cases of child maltreatment should include uniform 
information on whether or not children have disabilities; (e) caseworkers in CPS agencies and 
professionals in other settings should provide specialized services to prevent maltreatment in 
families with children with disabilities; and (f) future research should continue to study the 
relationship among child maltreatment, race/ethnicity, and disabilities, and on the causal 
relationship between disabilities and maltreatment. Each recommendation is briefly discussed in 
this chapter. 

Risk Assessment Approaches Used in CPS Agencies Should Include the Child's 
Specific Disabilities as a Risk Factor 

The study findings indicate that children with disabilities are over-represented among 
maltreated children. They also suggest that disabilities can lead or contribute to some types of 
maltreatment. CPS agencies that use risk assessment to investigate allegations of maltreatment 
and to plan services for substantiated cases of maltreatment should include each disability as a risk 
factor. 

CPS Caseworkers Should Be Educated on the Relationship Between Maltreatment 
and Disabilities, on Identifying Disabilities, and on Making Appropriate Referrals 
for Children With Disabilities 

CPS caseworkers are often the gatekeepers for a variety of services for children and 
families. In this role, caseworkers must be prepared to identify possible problems and respond 
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appropriately to them. The study findings on the over-representation of children with disabilities 
among maltreated children indicate that disabilities are one such set of issues for which 
caseworkers should be well-prepared. Caseworkers need to be especially alen to the possibility of 
disabilities among children who experienced physical abuse, sexual abuse, or physical neglect and 
among pre-school children because these children are less likely to have disabilities identified by 
sources other than the CPS agency, such as schools. By providing training on the relationship 
between child maltreatment and disabihties and on how to identify these conditions, CPS agencies 
can better prepare caseworkers to meet children's needs. State developmental disabilities 
protection and advocacy agencies should be encouraged to participate in the education and 
training of CPS workers regarding appropriate referrals for children with disabilities. 



Professionals Who Come into Contact With Children With Disabilities Should Be 
Educated on the Relationship Between Maltreatment and Disabilities, on Identifying 
Possible Child Maltreatment, and on Making Appropriate Referrals for These 
Children 

This recommendation is the corollary of the previously listed one. Because children 
with disabilities appear to be at higher risk of being maltreated, service providers who have contact 
with children with disabilities should be especially alert to symptoms of maltreatment. These 
professionals should know what these symptoms are and how to ensure that they are properly 
investigated. They should also be aware of factors, in addition to having children with disabilities, 
that may increase the risk of maltreatment; when appropriate, these professionals should intervene 
to prevent maltreatment The training of school and preschool personnel is especially important. 
While non-CPS agencies can provide training opportunities for their staff on the relationship 
between child maltreatment and disabilities and on how to identify child maltreatment, the 
impetus for such training may have to come from the CPS agencies. CPS agencies should be 
encouraged to offer training on these issues to agencies in their communities that have contact 
with children with disabilities. Federal and State assistance for developing and disseminating a 
curriculum for such training would facilitate the process. 
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State and Federal Systems for Reporting Information on Cases of Quid 
Maltreatment Should Include Uniform Information on Whether or Not Children 
Have Disabilities 

A recently completed survey of State CPS agencies on maltreated children (Westat, 
Ino, 1991) indicated that only a few States systematically differentiated cases involving children 
with disabilities from other cases. This survey also found that the definitions of disabilities that 
States used varied widely. Yet systems that regularly provide uniform information on the 
prevalence of disabilities among maltreated children could serve an important need assessment 
function. For example, these systems could inform social service planners at the State and national 
levels on the need for specialized services for these children. Such systems could also provide an 
early warning of trends in the maltreatment of children with disabilities. 

Caseworkers in CPS Agencies and Professionals in Other Settings Should Provide 
Specialized Services to Prevent Maltreatment in Families With Children With 
Disabilities 

* 

Study findings on the extent to which disabilities led or contributed to maltreatment 
underline how caring for a child with disabilities can stress the emotional and financial resources 
of a family. Families of children with disabilities may require specialized services (e.g^ parenting 
training and respite care) to help them to manage these strains if reoccurrences of maltreatment 
are to be prevented While CPS agencies provide different services under the same label, the 
study finding* suggest that families with maltreated children with disabilities are no more likely to 
receive these services than families with maltreated children without disabilities. Providing new 
specialized services may not be feasible for rural agencies and other agencies with stretched 
budgets. Short of providing new services, these agencies should consider how to access alternative 
services or to adapt existing services to meet the special needs of families with children with 
disabilities. 
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Future Research Should Continue to Study the Relationship Among Child 
Maltreatment, Race/Ethnicity, and Disabilities, and on the Causal Relationship 
Between Disabilities and Maltreatment 

The study identified possible relationships among children's disabilities, 
maltreatment, and several other characteristics of cases. Of special interest are findings on 
maltreatment, race/ethnicity, and disabilities; on disabilities and initial case status; and on the 
causal relationship between maltreatment and disabilities. Future research should seek to 
replicate these findings. It should also seek to increase understanding of the causal relationships 
underlying these findings. 
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APPENDIX A 
METHODOLOGY 



In this appendix, additional information on the methods used for Data Collection #1 
and Data Collection #2 is presented. These methods and the instruments for the data collections 
(presented in Appendices B and D) were used to collect information on child maltreatment, 
children's disabilities, and familial substance abuse. (To meet another requirement of PJL 100- 
294, this study also collected information on child maltreatment and f a mi li a l substance abuse.) 
The report provides results only on child maltreatment and disabilities. Sampling, recruitment of 
agencies, data collection, data processing, and weighting for Data Collection #1 and Data 
Collection #2 are discussed in separate sections. 

AJ Data Collection #1 

In Data Collection #1, data were collected from Child Protective Services (CPS) 
* workers on recently substantiated cases of maltreatment 

AAA Sampling 

The substantiated cases in this study are a nationally representative sample of cases of 
child maltreatment that were substantiated by CPS agencies. The samples of cases were drawn 
from 36 nationally representative CPS agencies during a 4- or 6-week period. 

A*UJ Sample Size and Precision 

In considering sample design options for the study, one must keep in mind the 
ultimate use for the study estimates and the context in which they will be considered. The study 
data give direct estimates of the proportion of substantiated cases of maltreatment to children with 
disabilities and those in alcohol or drug abusing familiei . Such estimates relate to a data collection 
period of 4 or 6 weeks. The major focus of interest, however, is the numbers of children with 
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disabilities maltreated within a year, rather than just the proportion of the population with 
disabilities. 

In many cases, the results of the present study were analyzed in conjunction with 
estimates from the Study of the National Incidence and Prevalence of Child Abuse and Neglect 
(NIS-2) and other previously conducted studies. In judging the reliability needed for estimates 
from the present study, one must consider the reliability of these other sources of estimates. For 
example, consider an estimate of y of Y, the total number of maltreated children with disabilities 
in the U.S. in a one-year period. This estimate may be obtained as: 

A, A, A, 

y = px 

where pis the estimated proportion of maltreated children who have disabilities, derived from 
data obtained in the study, and x denotes the annual estimated incidence of the number of children 
maltreated, obtained from NIS-2. The relative reliability of this estimate, expressed as the 
coefficient of variation, is given approximately as: 

CV(y) =V(CV<p))2 + (CV(5)J2 

where CV denotes the coefficient of variation. Hence, the precision depends upon the relative 
precisions of both the NIS-2 estimate of total incidence and the proposed study estimate of the 
proportion of those maltreated who have disabilities. 

The study plan called for a sample of 2,000 substantiated cases to be drawn. The NIS- 
2 estimate of substantiated CPS cases nationally is 871,000 for a one-year period This 
corresponds to an average of about 30 substantiated cases per agency per month, as there are 
about 2,500 agencies nationally. In order to obtain a sample of about 2,000 cases, a probability 
sample of 36 agencies was drawn. The coefficient of variation of the NIS-2 estimate of 871,000 is 
0.136. Based on an expected proportion of maltreated children with disabilities of 0.25, the 
coefficient of variation of the estimate p for a sample of 2,000 is: 

CV(p) = .039 VDeff 
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where Deff denotes the design effect The design effect in this case reflects the increase in 
sampling error that will result from s?ynpting cases clustered within selected agencies, rather than 
throughout the population. The design effect can be expressed approximately as: 

Deff = 1 + (n - 1) q, 

where n is the average number of cases selected per selected agency, and q denotes the 
interclass correlation. The interclass correlation measures the extent to which the proptrtion of 
maltreated children who have disabilities varies from agency to agency. In surveys of human 
populations in natural clusters (e.g., counties), the value of q can vary from close to zero for 
characteristics that vary little from cluster to duster, to as high as 025 for highly clustered 
characteristics. The proportion of maltreated children who have disabilities is likely to be only 
moderately variable across counties or agencies; the proportion who are from alcohol or drug 
abusing families may vary somewhat more. Based on experience from a variety of surveys of 
human populations, a value for q of 0.05 is likely to be a suitable approximation. 

For a design with 2,000 cases drawn from 36 agencies, with an average of 57 cases per 
agency (so that large agencies will be sampled with greater probability than small agencies, as the 
national average is approximately 30 cases per agency), the design effect will be: 

Deff = 1 + 56 x .05 * 3.8 

The level of sampling error for the estimate of the proportion of substantiated 
maltreatment cases who have disabilities (and similarly for the proportion in alcohol or drug 
abusing families) is about 3.8 times as great as would be the case if a simple random sample of 
2,000 substantiated cases were drawn from among all such cases in the U.S. during a 4-week 
period (Such a simple random sample would result in selecting typically one or no cases from a 
very large proportion of the approximately 2,500 agencies nationwide.) 

Based on these various assumptions, the design resulted in a coefficient of variation 
for the estimated total number of children with disabilities who are maltreated in a year, 
y, as: 

CV(J)= V(CV(J))2 + (CV(x))2 
= V0039) 2 x Deff + (.136) 2 
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* V(.039)2 X 3,8 + (.136)2 



0.156 

Hence, the coefficient of variation for this estimated total is about 16 percent using 
this design. The information is adequate to provide reliable estimates from the study. 

A.LL2 Selecting the Agency Sample 

The basic approach that was implemented involved drawing a stratified probability 
sample of 36 counties from throughout the U.S. The use of county sampling as a means of 
obtaining agencies was effective because, for the most part, agencies operate along county lines; 
and useful information is available for counties for use in stratification and deriving measures of 
size. In this section, the sampling frame used and how the agency sample was selected are 
discussed. 

Sampling Frame 

The sampling frame consists of 3,185 counties (or pseudocounties in some cases) from 
throughout the U.S. The data were obtained from "County and City Data Book, 1988, Files on 
Tape," prepared by the U.S. Bureau of Census. The information included school enrollment, 
county metropolitan status, and county median household income in 1979. 

In those cases where agencies are not organized along county lines, such as in the 
States of Massachusetts, Connecticut and Alaska, "pseudocounties" were created corresponding to 
the area served by each agency. 

■ For Massachusetts, a list of the communities served by the area offices was 
obtained from "Public Welfare Directory, 1989-90 " prepared by the American 
Public Welfare Association. The total population for these communities were 
obtained from the County and City Data Book The community level data were 
aggregated to obtain the total population for area offices. The State level 



ERIC 



72 

A-4 



proportion of school enrollment to total population was applied to the agency 
total population to estimate the agency school enrollment 



■ For Connecticut agencies, a list of the communities served and their total 
population was available from "The National Directory of Children and Youth 
Services, 1990-91." The school enrollments for agency areas were estimated by 
using the State proportion of school enrollment in total population. 

■ The county equivalents for Alaska were the organized boroughs/census areas. 
The information on the agencies (field offices) was obtained from "Public 
Welfare Directory, 1989-90," prepared by the American Public Welfare 
Association. Correspondence between the boroughs/census areas and the field 
offices was established. 

Efforts were made to divide the large agencies (counties) in the sampling frame into 
their subagencies, and to obtain information on the relative size of their caseload. If such large 
agencies were included on the sampling frame as a single unit, and one was selected, two 
possibilities would be faced The first would be to collect data from all its subagencies, thus 
substantially increasing the level of effort required in data collection. The alternative would be to 
sample subagencies, which migh t have led to a significant shortfall in the overall number of cases 
obtained. Sampling subagencies could also produce loss of efficiency in the sample design, as the 
cases fesxn subsampled agencies would require substantially greater weights than the rest of the 
units. Several large agencies were contacted. If their subagencies existed and data were available 
at the subagency level, these agencies were replaced by their subagencies in the frame. These 
agencies are as follows: 

■ Maricopa County, AZ - The caseload data were obtained for its one central and 
seven field offices. Thus, it was divided into eight subagencies. 

■ Dade County, FL - The caseload data for the month of September 1989 were 
obtained for its one main and four field offices. Thus, it was divided into five 
subagencies. 

■ Los Angeles County, CA • The data for the month of September 1989 were 
obtained for its six regions. It was divided into six regional offices. 

■ San Diego County, CA - Estimated average monthly caseload data were 
obtained for Metro (downtown) office, and two offices (combined) in the North 
County. It was divided into two subagencies. 

■ New York City, NY - The caseload data were obtained for five boroughs. 

■ Orange County, CA - Did not have subsidiary offices. 
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Cook County, TL - Composed of a main office and an outpost, but the data 
were not available separately for these offices. 

Dallas County, TX - Composed of one central office and no field offices. 

Wayne County, MI - Composed of a main office and an outpost, but the data 
were not available separately for these offices. 



Sample 

The sample was to consist of 36 agencies (PSUs). To this end, the PSUs were 
stratified into two size classes. School enrollment was used as a size measure. A cut-off point was 
delineated at 53,122 students. The sample was allocated to small and large strata as 28 and 8 units, 
respectively. This design was expected to yield 2,000 substantiated cases in a one-month period 
while the sampling rates differed as little as possible between the two strata. The PSUs were 
further stratified by the level of urbanicity (MSA, non-MSA), and by the county median household 
income. The resulting six sampling strata and the number of PSUs in the sampling frame are 
shown in Table A-l. Initially, the sample was allocated to strata 1 to 6, in the stratum numbering 
order as 11, 11, 3, 3, 4, 4„ However, later the decision was made to increase the number of cases 
while keeping the number of agencies constant Thus, the sample sizes in the large PSU strata 
were increased, and the sample sizes in the small PSU strata were decreased (see Table A- 1). 



Table A-l. Population and sample sizes by sampling stratum 



School Household 
enrollment income 

Sampling size Metro size Population Sample 

stratum classes status classes size size 



1 


53,212 


Non-MSA 


13,056 


1,194 


7 


2 


53,212 


Non-MSA 


13,057 


1,194 


7 


3 


53,212 


MSA 


17,140 


307 


3 


4 


53,212 


MSA 


17,141 


307 


3 


5 


53,213 


All 


17,795 


92 


8 


6 


53,213 


All 


17,796 


91 


8 
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An equal probability systematic sample was selected from each stratum 
independently. Before the sample selection, the PSUs in each stratum in the frame were ordered 
by census region and by HPS State code within region in strata 1 and 2. They were also ordered 
by county school enrollment in strata 3 to 6. 

AAA3 Selecting Cases Within Agencies 

As indicated in the above discussion, all substantiated cases from a participating 
agency for a 4- or 6-week period were selected This approach had two main advantages. First, it 
was simple for the participating agency to administer, as it was unnecessary to maintain and 
adhere to a within-agency sampling procedure. Also, the potential for errors in the sampling 
procedure was reduced The second advantage was the possibility of obtaining the 2,000 cases 
within a 4- or 6-week period from 36 agencies, with minimal variation across the full sample in the 
probability of selection of individual cases. Use of within-agency sampling would require either a 
longer data collection period, a larger sample of agencies, or a greater variation in sampling 
weights. This would lead to a somewhat decreased precision. 

The proposed procedure has one potential disadvantage. The 4- or 6-week data 
collection period could result in sampling biases associated with seasonal variation in the reporting 
of maltreatment to CPS agencies. The most serious biases were likely to occur if data were 
collected on cases reported during the summer months, when school was in recess. For example, 
selecting such a month could lead to underreporting of maltreatment because school personnel 
would be eliminated as a source of reports. It could also skew survey results on the types of 
maltreatment reported (e.g., educational neglect is likely to be underreported). To counter this 
potential problem, the study collected data on cases that were reported during months in which 
school was in session. To detect other potential biases associated with seasonal variation in the 
reporting of cases, information was also collected from agency personnel on the numbers of cases 
reported each month over a year and on reasons for any variation in these numbers. 



AA2 Recruitment of Agencies 



Once the sample of CPS agencies was drawn, recruitment of these agencies to 
participate in the study began. Initial reluctance on the part of agency directors and CPS staff to 
participate in the study was anticipated, since they may already be overburdened with paperwork. 
However, the necessary cooperation of nearly all the CPS agencies was obtained prior to the 
clearance of data collection instruments. 

Initial contacts were made by the use of advance mailings to State level officials who 
have oversight for the sampled agencies. These mailings explained the purpose of the study and 
asked their permission to recruit the selected CPS agencies. CPS agencies can be cla ssified into 
two types: county-administered and State-administered organizational structure. In State- 
administered CPS agencies, all necessary approvals came from the cognizant State agency. 
Decisions at the State level usually committed the CPS agency to participation. In county- 
administered CPS agencies, the purpose of securing State approval was to obtain permission to 
recruit the local agencies, rather than to commit these agencies. 

The initial State-level mailing was followed by a phone call from Westat senior project 
staff to obtain the appropriate procedures for obtaining approval in that State for local agency 
participation in the study. These procedures were followed and, at the appropriate point, the 
name of the sampled CPS agency authority who could negotiate detailed data collection 
arrangements was obtained. 

After obtaining State-level approval to contact this local authority, recruitment 
discussions with the individual sampled CPS agencies began. At the local level, an introductory 
recruitment letter to each agency was sent, and senior staff made telephone followup contacts. 
This contact and subsequent conversations focused on gaining a thorough understanding of that 
CPS agency's procedures. Thus, it allowed tailoring the data collection approach to the specific 
needs and constraints of that agency. 

Inf ormation from the agency was obtained on procedures they use to assign cases to 
individual caseworkers (especially if there are indications of the child having disabilities, or coming 
from a family with an alcohol or drug abuse problem), training programs they may offer to workers 
to serve cases with children who have disabilities or are from alcohol or drug abusing families, and 
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other readily available information that enabled the efficient collection of data. A letter 
confirming the specific data collection arrangements was sent to each participating CPS agency. 



AA3 Data Collection 

Data Collection #1 can be divided into activities that occurred prior to and during the 
actual receipt of information from the CPS agencies in our sample. Once clearance from the 
Office of Management and Budget (OMB) was received, communication with the agencies to 
schedule the data collection period began. Materials were mailed to contact persons at the 
agencies to assist them in preparing for data collection. These materials included sample 
instruments, instructions for the caseworkers on completing the instruments, and instructions for 
the contact persons. The instructions for the contacts guided them in training the caseworkers to 
identify appropriate cases for the study and how to complete study forms. Telephone contacts 
were made with the contacts to discuss the materials and answer questions. 

Once the contacts were trained, supplies were mailed to them for the caseworkers to 
use. These supplies included copies of forms, instructions, glossary of terms, and self-addressed 
business reply envelopes. They also included prepaid self-addressed overnight mail envelopes. 
The agency contacts were asked to use these envelopes to transmit forms that were completed 
after the first few days of data collection. By reviewing these forms, problems could be identified 
and corrected early in the data collection period. 

The agencies began data collection between February 4, 1991 and March 11, 1991. 
Once data collection began for an agency, regular telephone calls were made to the contacts, 
usually about once every one to two weeks. In these calls, questions were answered, and attempts 
were made to identify and correct problems. 

During the data collection, an automated receipt control system was used to monitor 
the receipt of forms. As forms were received, information on each one was entered into this 
system. Weekly reports were prepared on the number of cases that were received from each 
agency. This information helped to identify potential problems at some agencies. When problems 
were suspected at an agency, the contact at that agency was telephoned. 
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After the data collection began, reports from the receipt control system indicated that 
an insufficient number of cases would be collected at the rate they were arriving. The agencies 
were asked to extend the data collection period from 4 to 6 weeks. All but seven of the agencies 
agreed to the extension. 

A.L4 Data Processing 

After a sufficient number of forms were received, coding of the forms began as 
preparation for data entry. Coding manuals were developed for the instrument This codebook 
contains information on the following: 

■ Question number and item descriptions for each codable item; 

■ Field column locations for all codable items; 

■ Codes for all possible responses; 

■ Coding of nonresponse categories is consistent for all data items; 

■ Special editing instructions in the form of •editing checklists" and "edit boxes"; 
and 

■ Procedures for assuring that each record is uniquely identified. 

The codebook specifications helped to minimize the possibility of entry error. 

Data preparation operators (coders) were trained shortly after OMB clearance. After 
training, coding began with each coder's work 100 percent verified by the supervisor until the 
operator demonstrated acceptable proficiency. Following this introductory period, a random 
sample of each coder's work was verified at regular intervals. While the data collection instrument 
is composed of closed-ended questions, some of these questions also permitted open-ended 
responses (e.g., "other, specify*). These responses were coded by trained and experienced staff. 

All data entry was 100 percent key verified for accuracy. Resultant data files were 
cleaned using machine edits. When these edits produced exceptions, the exceptions were 
examined and rectified by the data preparation supervisor or, if necessary, the project director. 
Rectifying exceptions and collecting previously missing data frequently required the data collection 
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supervisor to telephone individual caseworkers. Clean files were created after all records passed 
the machine edits. 



AA5 Weighting and Variance Estimation 

In this section, we briefly describe the weighting and variance estimation approaches 
that we used. 



AASA Weighting 

The weights were constructed at the agency leveL The first step in weighting was to 
compute the probability of selection for each agency in the sample. The probability of selection for 
the i-th agency in the h-th stratum SELPROBj^ is: 



SELPROB^ = 



N h 



where n h is the number of PSUs in the sample and N h is the number of PSUs in the sampling 
frame in the h-th stratum. 

For one agency, a special adjustment was necessary because two agency areas were 
included as separate PSUs in the sampling frame. However, the case data were unavailable 
separately from these agencies. The selection of either agency to the sample would have resulted 
in the inclusion of both into the survey. Let Cj refer to the event that the agency was selected and 
C2 refer to the event that one of the two areas was selected. Then: 

P(C 1 UC 2 ) ^(C^ + P (C 2 ).P(C 1 nC 2 ) 

Both agencies were in the same stratum; therefore their selection probabilities are not 
independent. 

P(C 1 nC 2 ) = P(C 1 jCOxPCOj) 
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In stratum 4 of the sampling frame, the agency areas were located in their selection order, as the 
251st unit and 255th unit Because the selection interval for this stratum is 102, P ( CJC, )=0. 
Thus, 

PCqUC^-PCC^ + PCCj) 
»2xP(C 1 ) 

The probability of selection of this PSU is: 

2xn h 



SELPROB = 



The next step was to construct the baseweight for each agency as a reciprocal of their 
probability of selection: 



BASEWT hi = 



SELPROB^ 



For various reasons, adjustments to the baseweights were required for several agencies: 

■ Agency A, originally selected, refused to participate. The agency serving County B was 
used as a substitute. B County is similar in some characteristics to County A but 
smaller in size. The school enrollment is 296,512 for A County and 119,811 for County 
B. Therefore, a substitution adjustment factor was computed (to be multiplied by its 
baseweight) as: 

296,512 

SUBSAF = 

119,811 

It was set equal to 1 for all other agencies. 

■ Site C area office refused to participate in the survey. Site D office was used as a 
substitute. The estimated school enrollments for these areas were quite similar 
(86,099 for C and 92,826 for D) so that no adjustment for the weight was required. 
Thus, a weight adjusted for substitution SADWT was computed as: 

SADWTy = BASEWT^x SUBSAF^ 
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Agency £ did not provide information for the survey. The weights were adjusted for 
this nonresponse. Agency E was in sampling stratum 2. A nonresponse adjustment 
factor was computed in stratum 2 (cg^ for h*2) as: 



? S AD WTy X ENROLyX 



NRAFjj = 



SSADWTyxENROLy 



1 



where Iuj is 0 for Agency E and 1 for all other PSUs in the stratum 2; and ENROL^ 
is the school enrollment for the i-th PSU in the stratum 2. NRAF^ was set equal to l 
for PSUs in all other strata. Then, the nonresponse adjusted weight NRADWT is: 

NRADWTfc = NRAFjj x SADWTy 

The agency serving County F did not provide data for the neglect cases. Therefore, it 
was necessary to construct a weight adjusted for this nonresponse for the estimation 
of neglect cases. This agency was in sampling stratum 6. First, a nonresponse 
adjustment factor for neglect cases N^NRAF^ in stratum 6 (e.g^ for h=6) was 
computed as: 

E NRAD WTj^ x ENROLy 
NNRAF h = *_ 



E NRADWTy x ENROLy x 5 w 



where 5uj is 0 for Cpunty F and 1 for all other PSUs in the stratum 6; and ENROLy 
is the school enrollment in the i-th PSU in the stratum 6. N NRAFu is set equal to x 
for PSUs in all other strata. Then, a nonresponse adjustecTweigJit Tor neglect cases 
N NRADWT was computed as: 

NNRADWT^ = NNRAF h x NRADWT^ 

In general, within a participating agency all newly substantiated ca^es for a 6-week 
period were included in the sample. For a few agencies the data were collected only for a 4-week 
period. A data collection time period differential adjustment factor DCTDAF was constructed by 
setting it equal to 1.5 for the agencies with 4-week data collection, and to 1 for the agencies with 6- 
week data collection. 

Each agency was asked to provide information on its average monthly substantiated 
caseload. For each sampling stratum, an adjustment factor was computed as a ratio of the 
weighted sum of the agency average monthly caseload (inflated to a 6-week period) to the 
weighted sum of the agency caseload reported during the 6-week data collection period, Then, the 
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w eight s in each stratum were multiplied by its adjustment factor. The adjustment factors, from 
strata 1 to 6, were: 2.1, 1.8, 3.8, 13, 23, 2.L 



The agencies in the sample, their weights, and weight adjustment factors are shown in 

Table A-2. 

After two weights, A_WT and NJWT, were computed at the agency level, they were 
assigned to the substantiated cases by the following procedure: 

■ A variable called MTYPE was constructed for each substantiated case by setting it 
equal to 1 if any child belonging to that case is abused, and equal to 2 otherwise. Then 
the final weight for the j-th substantiated case in the i-th agency and h-th stratum is: 

AJVTfc ifMTYPE^l 

FINWIfc: = 

mj NWTy if MTYPE = 2 

« All children belonging to the same case were assigned the same weight as the case 
(e.g^ FINWTj^ = HNWr^j for all lg where k refers to the child). 



AAJS2 Variance Estimation 

The survey errors were estimated by the jackknife method The estimation of survey 
errors has two major steps: (a) construction of replicate weights for each case, (b) the computation 
of the estimates of survey errors by using these replicate weights. 

The replicates were obtained by dropping a PSU from the sample for each replicate. 
For each PSU a replicate weight was constructed by multiplying the full sample weight WT by 0 in 
that PSU, by n h /n h -l for all other PSUs in the stratum the PSU belongs, and by 1 for PSUs in 
other strata. Thus, 36 replicate weights WT1-WT36 were obtained. The full sample weighting 
steps starting with the nonresponse adjustment for one county were repeated for each replicate 
weight This process resulted in 36 final replicate weights, FINWT1-FINWT36. 
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After the replicate weights were constructed, the estimates for variances were 
computed by using the WESVAR procedure in SAS software. In the WESVAR procedure the 
METHOD option was set to JK2, and the FACTOR statement included the following 36 numbers: 

.857 .857 .857 .857 .857 .857 .857 .857 .857 .857 .857 .857 .857 .857 .667 .667 .667 .667 .667 .667 .875 
.875 .875 .875 .875 .875 .875 .875 .875 .875 £75 .875 .875 .875 .875 .875. 

The procedure used by WESVAR can be summarized as follows. Let Xj denote a 
characteristic defined for each substantiated case j. An estimate for the population total for this 
characteristic is computed as: 

X EFINWExX: 
j J 1 

where FINWTj is the full sample weight for the j-th case. Another 36 estimates are computed 
similarly by using the replicate weights: 

where r refers to the replicates r= 1,....,36. Finally, an estimate for the variance for 
this estimate is computed by: 

where are constants placed in the FACTOR statement of the WESVAR procedure. 

A.1.6 Adjustments to the Rate of Disabilities Among Maltreated Children 

The data collected from CPS agency workers were used to estimate the rate of 
disabilities among children whose maltreatment was substantiated. These data indicated that 
among children who have had CPS substantiated maltreatment, 14.1 percent have disabilities. The 
key qualifier in this estimate is "children who have had CPS substantiated maltreatment/ The 14.1 
percent rate should be statistically adjusted to an appropriate disability rate for all maltreated 
children. 
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A prior study, The National Incidence of Child Abuse and Neglect (NIS-2), indicated 
that children whose maltreatment is reported to, and substantiated fay, CPS agencies have different 
demographic characteristics than those children whose maltreatments are not reported to CPS 
agencies. In order to adjust the current study's disability rate for this difference in characteristics, 
the 14.1 percent rate was disassociated into disability rates for various demographic classes of 
children for whom the frequencies of occurrence of these demographic classes are known for both 
the current study and for NIS-2. These disassociated disability rates can then be applied to the 
frequency rates of all maltreated children from NIS-2 to derive an estimate of the disability rate 
among all maltreated children. 

Table A-3 displays the results of this kind of analysis. The demographic 
characteristics selected were age, race, and sex of the uialtreated child. These three variables are 
available from both the current study and from NIS-2. Column D of this table provides the rate of 
disability among the CPS substantiated maltreated children from the current study (weighted). 
For example, line 7 indicates that 1Z2 percent of White females, under the age of 2, whose 
maltreatment has been substantiated by CPS, are estimated to have disabilities. Column E lists 
the percentage of all substantiated maltreated children who fall into the respective demographic 
categories. This column sums to 100 percent For example, line 7 indicates that an estimated 7.0 
percent of substantiated maltreated children are White females under the age of 2. 

Taking the cross products of columns D and E and summing them, yields the 14.1 
percent disability rate (see bottom of column F) found in the current study. In column G, the 
distribution of demographic categories are presented for ajl maltreated children, as estimated 
from the NIS-2 data. Taking the cross products of these rates and the disassociated disability rates 
of column D and summing them, yields an estimated 18.4 percent disability rate (see bottom of 
column H) for all maltreated children. Thus, the 14.1 percent disability rate appears to be an 
underestimate of the degree to which maltreated children have disabilities. 

This finding can be tempered by two factors. First, the NIS-2 data were collected in 
1986, and the current study data are for 1991. A change in the demographic characteristics of 
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maltreated children (or substantiated maltreated children) may have occurred over that 5 year 
period If so, the 18.4 percent figure may be suspect Second, both the current study and the NK- 
2 study relied on samples of maltreated children and, hence, estimated disability rates and 
demographic distributions are subject to a statistical variance that may exceed the difference 
between the 14.1 and 18.4 percent disability rates. 

With regard to the first factor, an analysis was conducted on the demographic 
distribution of CPS substantiated cases from both the current and the NIS-2 studies. To see if the 
difference over time of these demographic distributions affected estimates of rates of disability, a 
table similar to Table A-3 was constructed The difference was that the demographic distribution 
of substantiated maltreated children from NIS-2 was substituted for the demographic distribution 
of all maltreated children from NIS-2 in column G. The resulting estimate of disability rate for 
substantiated maltreated children from NIS-2 is slightly higher than the rate that was estimated 
from the current study. Thus, the difference between the 14,1 percent disability rate of the current 
study and the 18.4 percent rate estimated for all maltreated children is most likely due to both 
differences in the demographic characteristics of reported and non-reported children and to 
differences between 1986 and 1991 data. 

Taking this finding in combination with the second factor, that the difference in 
estimated rates may be due to statistical variance, led to the decision not to adjust the 14.1 percent 
rate of the current study, but to caution that this rate appears to be a slight underestimate of the 
true rate of disability among all maltreated children. 

A2 Data Collection # 2 

In Data Collection # 2, telephone interviews were conducted with CPS workers on a 
large sample of the substantiated cases of maltreatment that were included in Data Collection # 1. 

A2A Sampling 

In this section, the sampling procedure used to select cases for inclusion in Data 
Collection 2 is discussed. To reduce respondent burden, a maximum of 5 interviews per 
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caseworker was set A sample of 5 cases was drawn in instances where a caseworker had 
responsibility for more than 5 cases. 

An interval sampling procedure was used to draw the sample. The cases of each case 
worker who had more than 5 cases were assigned consecutive numbers beginning with the number 
"1." The interval was computed for each caseworker's cases by dividing the total number of cases by 
5. For example, the interval for a caseworker's 7 cases was 7/5 or 1.4. Multiples of the interval, up 
to 5 times the interval, were also computed and rounded to the nearest whole number. To select 
cases, the assigned case numbers were matched to the five rounded multiples of the interval. For 
example, if the rounded multiples of the interval were 1, 3, 4, 6, and 7, the cases with these 
assigned numbers were selected 

To ensure that a sufficient number of cases with maltreated children with disabilities 
would be drawn, a higher probability of selection was given to cases where a known disability 
existed. Cases with a disability were given two assigned numbers rather than one. 

AJU, Data Collection 

Data Collection #2 consisted of followup telephone interviews with caseworkers on 
the same substantiated cases of child maltreatment that were reported by the CPS agencies during 
Data Collection #1. The purpose of this data collection was to: 

■ Update information on the diagnoses of disability; 

■ Update and refine information on the maltreatment, child, and family; 

■ Obtain information on the development of disabilities caused by the 
maltreatment; 

■ Identify the services, including prevention services, that have been planned and 
provided to date; 

■ Identify subsequent case actions or new reports of maltreatment of the child; 
and 

■ Obtain background information on the caseworker. 
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The interviews were conducted by telephone with the caseworker currently assigned 
to a given case or, if the case had been dosed, with the last caseworker assigned to the case. The 
caseworkers were interviewed 90 -120 days after substantiation of the maltreatment 



AJ22A Preparatory Contacts with Agencies 

Prior to conducting data collection #2, several related activities took place. To obtain 
current information for conducting telephone interviews with caseworkers, Westat mailed the list 
of cases in the study to the participating agencies. The lists included the case number assigned by 
the agency, current or last case worker name and phone number, and the dosing date, if the case 
was dosed. Agendes revised the lists and returned them to Westat The corrected information 
was added to the case file and used to prepare for Data Collection #2. 

ApprcQrimatdy one month before data collection, letters describing the interview 
process and related materials were mailed to the agendes. The letter induded "response lists" 
(Le., list of responses to several of the closed-ended items in the questionnaire) for caseworkers to 
refer to during the interview so that interviews could be completed more quickly. Agendes were 
asked to distribute the response lists to the identified workers and inform them of the approved 
data collection arrangements. The mailing was followed by a phone call from senior project staff 
to determine if phone calls to caseworkers could begin. 

AJ.J.2 Interviewer Training 

Training of the telephone interviewers and their supervisors was conducted by senior 
project staff on June 4-5, 1991. A second training for 4 additional interviewers was hdd June 26 - 
27, 1991. Training was held at Westat's Tdephone Research Center. During training, interviewers 
received instruction on how to complete the various parts of the data collection instrument how to 
answer caseworker questions, and procedures for scheduling. Following two days of intensive 
training the interviewers began contacting caseworkers to explain the study and to schedule the 
interviews. During the scheduling calls, interviewers identified scheduling problems, such as cases 
that had been reassigned to other workers, and took steps to overcome these problems. 
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Data Collection Procedures and Results 



Data collection took place over a 10 week period beginning July 6, 1991 and ending 
August 16, 1991. During data collection, an automated receipt control system was used to monitor 
the status of interviews. As completed forms were received, they were reviewed and the final 
disposition code entered into this system. Weekly reports were prepared on the number of 
interviews that were completed. 

A total of 804 interviews were completed during the data collection period This 
represented an overall response rate of 78 percent Interviews were not conducted with one 
agency because approval to conduct the interviews was not obtained during the data collection 
period In addition, some interviews could not be completed due to scheduling difficulties during 
the data collection period. For example, some cases had not been assigned to a case worker or had 
been transferred to an agency in another State. When an interview was not conducted, a 
disposition code was assigned indicating the reason why no interview was completed 

A23 Data Processing 

Soon after data collection was completed, a dBASE-IV system was developed that 
allowed responses to selected data items from the DC#2 data collection instrument to be entered 
directly into the system. The system was designed for use on personal computers. 

Five data preparation operators (coders) and their supervisor were trained to use the 
system. Immediately following tr ainin g, data entry began. The first 5-10 documents entered by 
each coder was spot checked by senior staft When all data had been entered, 10 percent of each 
coder's work was randomly selected for thorough verification. A minimum of five documents were 
verified for each coder. When an unsatisfactory error rate was found, a further check was made. 
All errors were corrected in the data file. 

Following the preliminary verification process, data were transferred to one datafile 
and a range check completed. Frequencies were produced on all variables for a final verification. 
Data from DC#1 were merged with the DC#2 data to create a new file for analyses. The updated 
information obtained during DC#2 was always used if there was a difference between that and 
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data reported in DC#1. A SAS file was created from the d-BASE-IV file, which was then 
transferred to Westat's mainframe computer. 



A2A Weighting 

The case weights constructed for Data Collection #1 were adjusted for subsampling 
of cases within agencies. A nonresponse adjustment was implemented in two steps. First, the 
weights were adjusted for case nonresponse within the agencies. In the second step, the case 
weights for the cooperating agencies in stratum 5 were adjusted for the refusal of one agency to 
participate in Data Collection #2 in this stratum. A nonresponse adjustment factor was computed 
as the ratio of the weighted sum of all eligible cases over the weighted sum of all completed cases 
in stratum 5. Then* the case weights in stratum 5 were multiplied by this adjustment factor. 

For Data Collection #1, 36 replicate weights were constructed for variance 
estimation. The replicate weights for Data Collection #2 were obtained by applying the full 
sample weighting steps for Data Collection #2 to the Data Collection #1 replicate weights. 
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APPENDIX B 

Instructions and Instrument for 
Data Collection #1 



Note : To be consistent with P.L. 100-294, this instrument used the terms 

"handicaps" and "t -. Jicapping conditions." The body of this report uses 
the term "disabilities," which is the current terminology. 
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A NATIONAL STUDY OF MALTREATMENT OF 
HANDICAPPED CHILDREN AND CHILD MALTREATMENT IN 
SUBSTANCE ABUSING FAMILIES 



Data Collection #1 



Time It Takes to Complete This Form 

We estimate that it will take between 12 and 17 minutes to complete this form. This 
includes the time it will take to read the instructions, gather the necessary facts, and fill out the 
form. If you have comments or suggestions on this estimate, or on any other aspect of this form, 
write to the Office of Human Development Services, Attention: Reports Clearance Officer, Rm. 
326-F, HHH Building, 200 Independence Avenue, S.W n Washington, D.C. 20201, and to the Office 
of Information and Regulatory Affairs, Office of Management and Budget, Paperwork Reduction 
Project, Washington, D.C 20503. 



legislative Mandate 

This study is being conducted under the mandate of Sections 102 and 103 of the Child 
Abuse Prevention, Adoption and Family Services Act of 1988 (Pi. 100-294). 



Confidentiality 

All of your answers will be kept completely confidential. Neither your name nor any 
other identifying information will appear on any report of the survey. Our only interest is in the 
combined answers from everyone who participates in the study. 
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Instructions 



This package consists of four forms to be completed on recently substantiated cases of 
child maltreatment By a "substantiated case," we mean a case for which a CPS investigation 
concluded that maltreatment occurred, even if services were never provided to individuals 
associated with the case. Please see your local data collection supervisor about how this definition 
applies to your agency. 

The instructions on the following pages will assist you in completing these forms. In 
addition, a Glossary can be found at the end of the instrument to help clarify terms regarding child 
maltreatment, substance (alcohol or drug) abuse, and handicapping conditions. If you have any 
questions about how to complete a form, please call Scott Crosse at Westat, (301) 294-3979. 

The forms are: 

■ FORM A: a form for recording information on the number and characteristics 

of each child in the household (The pink form.) 

■ SUPPLEMENTAL 

FORM A; (attached to FORM A) to be completed for each child identified on 
FORM A as having a suspected or known handicap prior to the 
maltreatment If you need additional SUPPLEMENTAL FORM 
A's, please see your local data collection supervisor. (The yellow 
form.) 

■ FORM B: a form for recording information on each adult who is in the family 

or a caretaker, or was involved in the maltreatment (The 
blue form.) 

m SUPPLEMENTAL 

FORM B: (attached to FORM B) to be completed for each adult identified on 
FORM B as having a suspected or known substance (alcohol or 
drug) abuse problem. If you need additional SUPPLEMENTAL 
FORM B's, please see your local data collection supervisor. (The 
green form.) 
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SUPPLEMENTAL FORM B: Suspected Alcohol or Drug Abase 

(To be completed for each adult with a suspected or known alcohol or drug abuse 
problem prior to the maltreatment.) 



Enter case #: 



Enter adult's two digit code # (as found on FORM B, left-hand column): 
Adult's first name: 



1. What type of substance (alcohol or drug) abuse is suspected? (Circle all that apply. 
See Glossary for definitions and classifications of other drug terms.) 

a. Alcohol (beer, winz, liquor) 01 

c (Cocaine ..•••••••^•••••.••••••••••••••••••••••••^••••••••••-•••••••••^ ••••••••••••••• 03 

d. Heroin 04 

e* ^^arxjuana »—».....».....».»....»....»...—.**....■■■ ■■»«•«•—•» «— »» »«««» *t»»»wm 05 

f. Sedatives (barbiturates, sleeping pills, Seconal, 

do^wxxers ) —— »———— » • — — — ■«« «> — «— t««t«w— ««««•«««««•— «•»■»« «,««««.«..«......«..«.. 06 

g. Tranquilizers (valium, librium, ativan, etc) 07 

h. Analgesics (pain killers like Darvon, Demarol, Fercodan, 
Tylenol with Codeine) . 08 

L Stimulants (amphetamines, Preludin, "uppers', speed) 09 

j. Inhalants (glue, amyl nitrite, "poppers", 

aerosol sprays) .....^......«.«.«..«..»....— . —— .^.•••»— — »«»••••••••••*•••• 10 

L Hallucinogens (LSD, peyote, mescaline) .. 11 

1> 1?^*3^ (^m g el dust) •— ».«■ t 12 

m. Illegally obtained methadone ~ ~ - ...... 13 

n. Abuses some type of drug - not sure what type 14 

0. Other drug (specify) 15 

2. Write the letter of the one primaiy substance (alcohol or drug) that is suspected 
(Le., the only one which causes the most harm or is used most frequently): 

3. Circle the items below that describe the sources) of information about the adult's 
alcohol or drug abuse. (Circle all that apply.) 

a. ^^olice/ sheriff »...*.. •...••••••»»••••••••••••••••••••••••••••••••»•• ..*».... 01 

b. Probation/corrections — 02 

c. Coroner/medical examiner 03 

d. Social service agency — 04 

e. School ~ - — 05 

f . l^)ay care .....»*.»«. .......... ....m.. ......... m.... .....m.....m......m.... 

g. Hospital/dinic/physician ~ 07 

h. Mental health/alcohol or drug abuse treatment program ...... 08 

L Adult on whom completing form ~ ~ 09 

j. Your observations ~ — ~ ...... 10 

k. Family member — - -™ 11 

1. Friend/neighbor /other individual 12 

m. j^^nonymous ....... 13 

n. Other (specify) 14 
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Write the letter of the one source of information above that you relied 
onthemost: (If the letter is Lory, please skip to Q9.) 



Does the source identified for Q4 base his/her belief on a medical or 
psychological assessment? 

*^^CS ■■»»»——»—»»»»»■»—»»■»»•—••■■••»■•••■»■»•■■•■———•■■•■■—»•———•—»—« ■•»•••••••••••••••••••••••••■ 1 

••«««•••••••««•«•••••••••••«•«••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• 2 

l^on % kno^v »»»»»———»——■—■••————■——•■—■———• *— —•——•■••»•••——••—•••»»•»—» 8 



Is it based on knowledge that the person has admitted alcohol or drug abuse, 
or has received treatment for an alcohol or drug abuse problem? 

Yes - - 1 

Don't know ...^..^.i... — — - 8 



Does the source have sufficient contact with the person to be aware of 
their use of alcohol or drugs? 

^^eS »tltf MlWtttt>tMt « ■ ■ » ■ ■■•• — —•■•■•>— — • — ••»••—•*■• t*W«»tWIH« » M^WWMM ^ 

■■■■■■■■■■»>■■■■■■■■■■■■■ — ■—!*•»••—•— — »— — ——**"••>•> — 

Don't know 8 



Does the source have any reason to be biased against the person 
(e.g^ involved in custody dispute)? 

Yes 1 

X WW M«wttw«tt»«tt«« w >» t , w »wttmt««t««tmwtw •••••••••••••••••••••••••••••••• 

No 2 

Don't know - — 8 



Overall, how reliable is the information on the alcohol or drug abuse 
problem from this source? 

^V^ery reliable m» — — - — - ———»——————««««««"««■■■■ 1 

Somewhat reliable 2 

Somewhat unreliable «~«»««««« ••••••••••••••••••••••••••••• 3 

Very unreliable 4 
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FORM A : Preliminary Case Information and Child Information 



L 



n. 
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Preliminary Case Information 



Item 



1. Case #: Enter the agency's case record number. 

2. Worker Name: Enter the name of the Protective Service Worker who 
investigated the case. 

3. Worker's Telephone #: Enter the worker's telephone number. 

4. Agency Name: Enter the agency's name. 

5. Date of Report Enter the date the maltreatment was reported. 

6. Date of Substantiation: Enter the date the worker determined maltreatment to 
be substantiated or indicated 

7. Referral Source: This refers to the source of the initial allegation. Refer to 
codes directly on the form. 

8. Case Status: Ibis refers to the status of the case after it was substantiated. 
Refer to codes directly on form. 



Child Information 



9. Child in Household: List the first name only of each person in the household 
under the age of 18, beginning with the subject of the report. The subject is the 
oldest child for whom die maltreatment was substantiated. Then list all other 
children with substantiated allegations; then children with alleged, but 
unsubstantiated allegations; and then the children for whom there was no 
allegation. If the perpetrator was a child, do not list him/her here. list 
him/her on Form B. 

10. Relationship to Subject Refer to codes directly on form. 

11. Date of Birth: Enter the date of birth of each child. 

12. Sex: Enter the sex of each child 

13. Ethnic Group: Refer to codes directly on form. 

14. Child Role: This refers to the child's involvement in the allegation. Refer to 
codes directly on the form. 




15. Type of Maltreatment: Refer to codes directly on the form. Spacs is provided 
for you to enter up to three (3) types of maltreatment which were substantiated 
If more than three types of maltreatment were substantiated, select the three 
which you consider to be the most serious. 

See the Glossary for specific definitions of types of maltreatment 

16. Suspected or Known Handicap: For each child, indicate if there is any reason to 
believe that the child had a serious and chronic physical, mental, or emotional 
problem prior to the maltreatment. Children are considered to have a 
handicapping condition if they are evaluated as being mentally retarded; hard 
of hearing; deaf; speech impaired; visually handicapped; blind; seriously 
emotionally disturbed; orthopedically impaired; other health impaired; 
multihandicapped; or as having specific learning disabilities that limit 
functioning in one or more of the following life activities: mobility, self-care, 
receptive and expressive language, learning, self-direction, capacity for 
independent living, and economic self-sufficiency. 

See the Glossary for specific definitions of types of handicapping conditions. 



SUPPLEMENTAL FORM A: Suspected Handicapping Condition 

Please fill out a SUPPLEMENTAL FORM A (the yellow form - attached to 
FORM A) for each child identified on FORM A as having a suspected or 
known handicapping condition prior to the maltreatment. 



FORM B: Adult Information 



Item 



17. Adults: Enter the first name only of the mother or substitute. Then enter the 
name of the father or substitute if he/she is present in the home or involved in 
die maltreatment Enter the names of other adults who have caretaking 
responsibilities for the child and/or were involved in the maltreatment incident. 
Enter the first name of the perpetrator whether or not he/she is a family 
member. Even if the perpetrator was under the age of 18, list him/her on this 
form* 

18. Relationship to the Child: Refer to codes directly on the form. 

19. Caretaker Status: Refer to codes directly on the form. Indicate which person 
is considered to have primary responsibility for the child who is the subject of 
the report. Only one person should be designated as the primary caretaker. 
Other adults who lived in the house or visited regularly may be considered 
other caretakers (e.g., a divorced parent not living in the household) if they 
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SUPPLEMENTAL FORM A: Suspected Handicapping Condition 

(To be completed for each child with a suspected or known handicapping condition 
prior to the maltreatment) 

Enter seven digit Westat # (as found on label on FORM A): • - 

Er.ter child's two digit code # (as found on FORM A, left-hand column): 

Child's first name: 



1. Which types of handicapping conditions is the child suspected of having? (Circle 

all that apply. See Glossary for definitions and classifications of other conditions.) 

a. Mentally retarded (diagnosed) — — 01 

Developmental^ delayed (undiagnosed) 

b. Speech or language delayed .™ — 02 

c. Motor development delayed 03 

d. Orthopedicaliy impaired „ 04 

e. Chronic health condition, (e.g^ asthma, diabetes, 

car diajc jpro*bl^£ms) 05 
f . Hard of hearing (does not include 

problems correctable with a hearing aid) 06 

l^c af *«•••••«•••*« •«* •••••••••••••••••••••••••*«••••••••••*«••••••• ••••••»•••••• OT' 

h. Visually handicapped (does not include 

problems correctable with passes) 08 

X-» j^lmd wtMM imH . I>i i n . i> l «l «m « »».tW»t«ttw« n>tnm m mn w<MMWtm«»*M»nw«tMMiwMt> 09 

j. Speech or language imprired (diagnosed) 10 

k. Hyperactivity/attention deficit disorder 11 

1* ^^^s^trmnjs ^^saljl^s^I »»>••♦••<►•••••♦—•••••»«»»» » » «-».«-» 1 
m. 

n. Seriously emotionally disturbed f if vou circle 

this; please answer QJ below) 14 

For children under one year of age 

o. Low birthweight 15 

p. Positive drug or alcohol toxicology 16 

UlT^^ i 



Write the letter of the one type of handicap above that you would consider the 
most serious problem: 
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If you circled item n. for Ql, please answer this question. Otherwise, skip to Q4. 
Circle any of the f ollowing symptoms that the child has. (Circle all that apply. 
See Glossary for definitions and classifications of other conditions.) 

a. Suicide attempts ~-.~.„.~.... — ....... — 01 

b. Self-mutilation — . 02 

c. Eating disorders (e.g^ anorexia, bulemia, pica) ~ 03 

d. Bizarre behavior (e.&, talking to inanimate 

objects* growling) •————• — ——»■———»—————•••■ —•■——•—■•••»••—••—» 04 

e. Bizarre language (e.g^ persistent repeating 

of words, refusal to speak) 05 

f. Withdrawal, passivity ... - 06 

g. Psychotic thought disorders — 07 

h. Non-psychotic thought disorders — - - 08 

L Depression ~~« — ~— - 09 

j. Lability and emotional instability (e.g., sharp 

jtuood savings) •» ————— —♦—■———■•••—■•—— X0 

k* ^Phobias »«» ♦«■» ■>»« t »«"«« « XX 

L Sleep disturbance (e.g^ sleepwalking, insomnia) X2 

m. Bcdwettmg/soiling ——————♦»——■•—— — »• .»..—....■— X3 

n. Disorders in peer relations .——«..■—..———..—..»..■—•■——•.••.•■••■»■•■■■« X4 

o. Disorders in relations with authority figures - X5 

p. Other (specify) X6 



Circle the items below that describe the source(s) of information about the child's 
condition. (Circle all that apply.) 



3 w 1?ol ic^?^ sl^ ertff ..»»■.■■■»»»■»... «...».. ......«...............#■ ■«!»»«« «.»....» OX 

b. Probation/corrections . — ~ .. ... 02 

a Coroner/medical examiner ~ 03 

d. Social service agency ~ 04 

e. School ~~ . ~ 05 

t Day .care 06 

g. Hospital/climc/physician ... 07 

h. Mental health/alcohol or drug abuse treatment program 08 

L Child on whom completing form 09 

j. ^^our (3l)s^^rvati^)ns ...................... .••».. .»..«••••»•••••••».••••••••••••••••••■• X0 

lc» £*axnil^^ memi^^^r ■ XX 

L Friend/neighbor/other individual X2 

m. Anonymous ~ ~ X3 

n. Other (specify) X4 



Write the letter of the one source of information above that you relied on 
the most: (If the letter is torj^ please skip to Qll.) 



Does the source identified for Q5 have the professional knowledge to 
diagnose the condition? 

Yes X 

No 2 

Don't know 8 



.Q& 



Did the source have the opportunity to examine, assess, or test the child's 
condition? 

Yes . - - 1 

No ~ — I 

Don't know ~ - 6 

Does the source have knowledge of previous diagnoses or tests? 

Yes I 

No - I 

Don't know - 5 

Had the source had sufficient contact with the subject to be aware of his/her 
physical, mental and emotional condition? 

Yes ~ ~ J 

No ~ J 

Don't know ~ ~~ 0 

Is there any reason to suspect the source has any bias or negative feelings 
about the child or family? 

Yes ~ J 

No ~ I 

Don't know - ~ 5 



Overall, how reliable is. the information-cm the.handicapping.condition 
from this source? 

Very reliable * 

Somewhat reliable - * 

Somewhat unreliable ~ * 

Veiy unreliable 4 
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FORM B 



Case 

Adult Information 



Please provide information on each adult who is in the family or a caretaker, or was involved in the maltieatment. Even if the perpetrator was 
under the age of 18, provide alternation on him/her on this form. For cases with more than six adults, please continue on an additional Form B; 
please copy the Westat # (on the top of this form) to the top of any additional forms. 



(17) 


(18) 


(19) 


(30) 


(21) 


(22) 


(23) 


(24) ! 














Suspected or ! 
















known alcohol . 
















or drug abuse 1 






Caretaker 


Alleged 






Ethnic 


pnor to 




to child 


status 


role 


Age in 


Sex 


group 


maltreatment . 


Adult 


(see codes) 


(see codes) 


(see codes) 


years 


(M orF) 


(see codes) 


(YorN) ; 


01 Mother/substitute 














i 


02 Father/substitute 
















03 Other involved adults 
















04 
















05 
















06 

















Codes 

18. Relationship to the child 

For each adult listed, enter the code indicating that person's 
relationship to the child who is the subject of the report: 

1. Biological mother 

2. Adoptive mother 
5. Stepmother 

4. Foster mother 

5. Biological father 

6. Adoptive father 

7. Stepfather 

8. Foster father 

9. Grandparent 

10. Aunt/uncle 
U. Sibling 

12. Other relative (specify) 

13. Parent's girl/boy friend 

14. Other adult (specify) 

98. Don't know 

19. Caretaker status 

For each adult listed, enter the code indicating that persons 
caretaker status with regard to the child who is the subject of 
the report: 

1. Primary caretaker 

2. Other caretaker 

3. Not a caretaker 
8. Don't know 
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20. Alleged role 

Enter the appropriate code for each adult listed: 
1. Maltreated the child 
Z Permitted maltreatment 
3. No involvement 
8. Don't know 



23. Ethnic group 

Enter the race/ethnicity of each adult listed: 
L American Indian/Alaska Native 

2. Asian 

3. Black, not Hispanic 

4. Hispanic 

5. White, not Hispanic 

6. Other (specify) 

8, Don't know 



APPENDIX C 
Glossary of Terms Relating to 
Child Maltreatment, Drag and Alcohol Abuse and 

Disabilities 



Hote: To be consistent with PJ- 100-294, this glossary used the terms 

"handicaps" and "handicapping conditions." The body of this report uses 
the term "disabilities," which is the current terminology. 
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KEY DEFINITIONS 



The following are three key definitions used in this study. Detailed definitions regarding specific 
types of child maltreatment, drug and alcohol abuse and handicapping conditions follow. 



Child Maltreatment: Situations where, through purposive acts or extreme inattention to the 
child's needs, behavior of a parent/substitute or other adult known to the child causes foreseeable 
and avoidable injury or impairment to a child or contributes to the unreasonable prolongation or 
worsening of an existing injury or impairment Also includes situations that seriously endanger the 
child's physical, mental or emotional health or well-being. Examples are attempted, threatened, or 
potential physical or sexual assault; extreme lade of supervision of an infant or young child; 
dangerous or unhygienic living conditions due to extreme parental inattention; or other situations 
where extreme inattention or purposive acts conspicuously endanger a child's health or safety. 



Drug and alcohol abuse: These terms are defined below: 

m Drag Abuse: The recreational use of any illegal drug, even if no harm occurs to the 
individual, their family, or society. Also, the illicit use of other drugs that can be legally 
obtained, such as prescription drugs. 

■ Alcohol Abuse: Alcohol abuse is defined generally as any use of alcoholic beverages that 
causes negative social or personal consequences such as arrest, accident involvement, health 
problems, impairment of job performance, or difficulties in personal relationships. 
Alcoholism is defined as a chronic and progressive disease, characterized by a dependence 
on alcohol, and by consumption of alcoholic beverages sufficiently great and consistent to 
cause physical, mental, social or economic disability* 

Handicapping Condition: Children are considered to have a handicapping condition if they are 
evaluated as being mentally retarded, hard of hearing, deaf, speech impaired, visually 
handicapped, blind, seriously emotionally disturbed, orthopedicalfy impaired, other health 
impaired, deaf-blind, multihandicapped, or as having specific learning disabilities, who because of 
those impairments, have limited functioning in one or more of the following life activities: 
mobility, self-care, receptive and expressive language, learning, self-direction, capacity for 
independent living, and economic self-sufficiency. 



COMMON TERMS RELATING TO CHILD MALTREATMENT 



This glossary lists common terms regarding child maltreatment, and will direct you to the category 
under which each term should be coded For example, a maltreatment incident involving 
inadequate clothing should be coded as physical neglect The terms are alphabetical^ arranged. 



Abandonment: Desertion of a child without arranging for reasonable care and supervision. Can 
include cases where children are not claimed within 2 days, and where children were left by 
parents/substitutes who gave no (or false) information about their whereabouts. 

Assault: See Physical Assault 

Binding: See Emotional Abuse. 

Confinement: See Emotional Abuse. 

Custody: See Expulsion/Other Custody Issues. 

Desertion: See Abandonment 

Drug/Alcohol Abase (Permitted): See Other Emotional Neglect 



Emotional Abuse: This type of abuse can be one of three types: 

■ Close confinement- Tortuous restriction of movement, as by tying a child's arms or legs 
together or binding a child to a chair, bed or other object, or confining a child to an enclosed 
area (such as a closet) as a means of punishment 

■ Verbal or Emotional Assault- Habitual patterns of belittling, denigrating, scapegoating, or 
other nonphyskal forms of overtly hostile or rejecting treatment, as well as threats of other 
forms of maltreatment, such as threats of beating, sexual assault, abandonment, and so oil 

■ Other or Unknown Abuse-Overtly punitive, exploitative, or abusive treatment other than 
those specified under other forms of abuse, or unspecified abusive treatment This form 
includes attempted or potential physical or sexual assault (where actual physical contact did 
not occur; e.g^ throwing something at the child), deliberate withholding of food, shelter, 
sleep, or other necessities as a form of punishment, economic exploitation, and unspecified 
abusive actions. 



Emotional Assault: See Emotional Abuse. 



in 



Expulsion/Other Custody Issues: Blatant refusals of custody, such as permanent or indefinite 
expulsion of a child from the home without adequate arrangement for care by others, or refusal to 
accept custody of a returned runaway. Other custody issues include forms of inattention to child's 
needs other than those covered by abandonment or expulsion, such as shuttling a child from one 
household to another due to apparent unwillingness to maintain custody, or chronically and 
repeatedly leaving a child with others for days/weeks at a time* 

Failure to Register for School: See Other Educational Neglect 

Failure to Thrive: See Physical Neglect and/or Id adequate Nuiturance. 

Fondling: See Sexual Abuse. 

General Maltreatment: See Other Maltreatment 

Inadequate Clothing: See Physical Neglect 

Inadequate Hygiene: See Physical Neglect 

Inadequate Nurturance/Affection: Marked inattention to the child's needs for affection, emotional 
support, attention or competence. 

Inadequate Nutrition: See Physical Neglect 

Inadequate Supervision: Child left unsupervised or inadequately supervised for extended periods 
of time or allowed to remain away from home overnight without parent /substitute knowing (or 
attempting to determine) the child's whereabouts. 

Inattention to Special Educational Need: Refusal to allow or failure to obtain recommended 
remedial educational services, or neglect in obtaining or following through with treatment for a 
child's diagnosed learning disorder or other special education need without reasonable cause. 



Medical Neglect: Refusal or delay in providing or allowing needed care for a physical injury, 
illness, medical condition or impairment in accord with recommendations of a competent health 
care professional, or which any reasonable layman would have recognized as needing professional 
medical attention. 



Molestation: See Sexual Abuse. 

Other Educational Neglect: Permitted chronic truancy, averaging at least five days a month, if the 
parent was informed of the problem and had not attempted to intervene. Also, failure to register 
or enroll a child of mandatory school age, causing the child to miss at least one month of school or 
a pattern of keeping a child home for nonlegitimate reasons (e.g., to work, care for siblings, etc.) 
an average of at least three days a month. 



ERLC 



112 

C-3 



Other Emotional Neglect This category can include several types: 

■ Chronic or extreme spouse abuse or other domestic violence in the child's presence, 

■ Encouragement or permitting of drug or alcohol use by the child; especially if it appeared 
that the parent/guardian had been informed of the problem and had not attempted to 
intervene. 

■ Encouragement or permitting of other maladaptive behavior (e.&, severe assaultiveness, 
chronic delinquency) under circumstances where the parent/guardian had reason to be 
aware of the existence and seriousness of the problem but did not attempt to intervene. 

■ Other inattention to the child's developmental/emotional needs not classifiable under any of 
the above forms of emotional neglect (e-&, markedly overprotective restrictions which foster 
immaturity or emotional overdependence, chronically applying expectations clearly 
inappropriate in relation to the child's age or level of development, etc) 



Other Maltreatment: This category includes several components: 

m General or Unspecified Neglect : Used for negject allegations not classifiable elsewhere, for 
lack of preventive health care, and for unspecified fcrms of neglect or multiple neglect 
allegation. 

■ Other or Unspecified Maltreatment : Problems/allegations not classified elsewhere. These 
include maltreatment not specified as having involved abuse, neglect or both; 
parent/substitute problems (such as alcoholism, prostitution, drug abuse) alleged to affect 
the child in unspecified ways, etc 

Overprotedivcness: See Other Emotional Neglect 

Physical Abus~ See Physical Assault 

Physical Assault: Any assault (including excessive corporal punishment) resulting in bodily injury 
with symptoms lasting at least 48 hours in observable form (slight bruising or reddening of the skin 
consistent with mild corporal punishment is excluded). 

Physical Neglect: Conspicuous inattention to avoidable hazards in the home; inadequate nutrition, 
clothing, or hygiene; and other forms of reckless disregard of the child's safety and welfare, such as 
driving with the child while intoxicated, leaving a young child unattended in a motor vehicle, and so 
forth. 

Refasal or Delay of Psychological Care: Refusal to allow or failure to seek or provide needed 
treatment for a child's emotional or behavioral impairment or problem in accord with a competent 
professional recommendation, or which any reasonable layman would have recognized as needing 
professional attention (e.g., severe depression, suicide attempt). 
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Sexual Abase: This form of abuse can be one of three types: 

m Intrusion- Evidence of actual penile penetration-whether oral, anal or genital, homosexual 
or heterosexual. 

■ Molestation with Genital Contact- This involves acts where some form of actual genital 
contact has occurred, but where there was no specific indication of intrusion. 

■ Other Unknown Sexual Abuse- Unspecified acts not known to have involved actual genital 
contact (e.g^ fondling of breasts or buttocks, exposure) and for allegations concerning 
inadequate or inappropriate supervision of a child's voluntary sexual activities. 

Spouse Abuse: See Other Emotional Neglect 

Throwaway: See Expulsion. 

Truancy: See Other Educational Neglect 

Tying Up: See Emotional Abuse. 

Verbal Assault: See Emotional Abuse. 
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COMMON TERMS RELATING TO DRUG AND ALCOHOL ABUSE 



This glossary lists common terms relating to drug and alcohol abuse and will direct you to the 
catego ry under which each term should be coded. The terms are alphabetically arranged 

Aerosol Sprays: See Inhalants. 
Alcohol; 

■ Any beverage that contains ethyl alcohol (ethanol), the intoxicating sedative-hypnotic in 
fermented and distilled liquids. 

■ At low doses it can act as a stimulant; at high doses it can create a stupor. Alcoholic 
beverages are usually classified into the fermented drinks beer and wine, and distilled spirits 
(liquor). 

■ Slang names: Booze Juice. 

Amphetamines: See Stimulants. 
Amyl Nitrite: See Inhalants. 
Analgesics: 

■ A major class of drugs that produce relief from pain without loss of consciousness. 

■ Can be taken orally in the form of pills, or injected, or smoked. 

■ Includes aspirin, Darvon, Demarol, Tylenol with Codeine, Percodan, Dilaudid, or opiate 
narcotics, such as opium or morphine. 

Aspirin: See Analgesics. 

Ativan: See Tranquilizers. 

Barbiturates: See Sedatives. 

Bernice: See Cocaine. 

Booze: See Alcohol 

Brown Sugar See Heroin. 
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Cocaine: 

■ A powdered substance refined from the coca plant that is a short-acting but powerful 
stimulant. 

■ Cocaine is usually inhaled through the nose, or rubbed on the gums. 

■ Slang names: Corrine, coke, Bernice, flake, star dust, snow. 
Coke: See Cocaine. 

Conine: See Cocaine. 
Crack: 

•■ A form of cocaine that has been chemically altered so it can be smoked. 

■ The drug belongs to a category of drugs known as freebase. When heated, the mixture 
makes a cracking sound. 

■ Crack looks like small lumps of soap shavings. Some lumps of crack are called rocks. 

Darvocu See Analgesics. 
Demarofc See Analgesics. 
Dilaudid: See Analgesics. 
Dolly: See Methadone. 
DOM: See Hallucinogens. 
Doriden: See Tranquilizers. 
Downers: See Sedatives. 
Equanih See Tranquilizers. 
Flake: See Cocaine. 
Glue: See Inhalants. 
Grass: See Marijuana. 
H: See Heroin, 
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Hallucinogens: 

■ A major drug category of natural and synthetic drugs whose primary effect is to distort the 
senses; they can produce hallucinations-experiences that depart from reality. Also known 
as psychedelic drugs. 

■ Hallucinogens are usually taken orally. 

■ Includes LSD, peyote, mescaline, PCP, STP, and DOM 
Harry: See Heroin. 

Hash (or hashish): See Marijuana. 
Heroin: 

m Heroin, a narcotic, is a semi-synthetic opiate derivative, 

■ Heroin is usually injected. 

■ Slang names: H, horse, scat, junk, smack, scag, stuff, Harry, brown sugar. 
Horse: See Heroin. 

Inhalants: 

■ A class of depressant drugs (generally gases) that are usually inhaled and whose effects are 
usually short-lived 

■ Inhalants include glue, amy! nitrite, nitrous oxide, "poppers", and aerosol sprays. 
Joke: See Alcohol 

Junk: See Heroin. 
Librium: See Tranquilizers. 
LSD: See Hallucinogens. 

Marijuana: 

■ A drug derived from different varieties of the Cannabis plant 

■ Marijuana is usually smoked (cigarette or dry pipe) or eaten (solid or liquid preparations). 

■ Slang terms: pot, grass, weed, joint (marijuana cigarette). 

Mescaline: See Hallucinogens and PCP. 
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Methadone: 

• An opium compound used in the treatment of heroin dependency. 

• It is taken orally and prevents heroin withdrawal symptoms, but is itself addictive. 

■ Slang name: Dolly. 
Morphine: See Analgesics. 
Nitrous Oxide: See Inhalants. 
Opiate Narcotics: See Analgesics. 
Opium: See Analgesics. 
Paranoid Syndrome: See Cocaine. 

PC (angel dust): 

m A synthetic depressant drug sold on the street as a hallucinogen. 

■ Usually smoked, and may be added to marijuana. 

■ Other names for TCP are THC, mescaline, or psilocybin. 
Percodan: See Analgesics. 

Peyote: See Hallucinogens. 

Poppers: See Inhalants. 

Pot: See Marijuana. 

Preiudin: See Stimulants. 

Psilocybin: See PCP. 

Psychedelic Drags: See Hallucinogens. 

Quaaludes: See Tranquilizers. 

Rocks: See Crack, 

Scag: See Heroin. 

Scat: See Heroin. 

Seconal: See Sedatives. 
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Sedatives: 

■ A major class of non-narcotic depressant drugs with such primary effects as calming, 
sedation, or inducing sleep (hypnosis). 

■ Sedatives are usually taken orally. 

a Include barbiturates, sleeping pills, Seconal, or "downers". 

Sleeping pills: See Sedatives. 

Smack: See Heroin. 

Snow: See Cocaine. 

Speed: See Stimulants. 

Star Dust: See Cocaine. 

Stimulants: 

■ A major class of drugs that may produce euphoria, sleeplessness, increased mental activity, 
energy, and loss of appetite. 

• Stimulants are usually taken orally in the form of pills. 

■ Include amphetamines, "uppers", speed, and Preludin. 

STP: See Hallucinogens. 
Stuff: See Heroin. 
THG See PCP. 
Tranquilizers: 

■ A group of drugs that have a depressant effect, relieve anxiety and tension, and sometimes 
relax muscles. 

■ Usually taken orally or by injection, and are widely prescribed. They produce effects similar 
to alcohol and barbiturates and are often used non-medically. 

■ Tranquilizers include Valium, Librium, Ativan, Equanil, Quaaludes and Doriden. 
Tylenol with Codeine: See Analgesics. 
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Uppers: See Stimulants. 
Valium: See Tranquilizers. 
Weed: See Marijuana. 



COMMON TERMS RELATING TO HANDICAPPING CONDITIONS 



This glossary lists common terms relating to handicapping conditions, and will direct you to the 
category under which each term should be coded The terms are alphabetically arranged. 

AIDS: See HIV Infected 

Amplification: See Deaf. 

Amputation: See Orthopedicafly Impaired 

Anorexia Nervosa: See Eating Disorders. 

Attention Deficit Disorder: See Hyperactivity. 

Autism: See Chronic Health Condition. 

Bedwettmg/ Soiling: Involuntary voiding of urine, not due to physical disorder, after a mental age 
at which continence is expected. 

Bizarre Behavior: 

a Incidents that are exceptionally abnormal, unusual, or peculiar. 

■ Can include oddities of movement (finger-snapping, toe walking), growling or barking, 
talking to inanimate objects, autistic-type self-stimulatory behavior like continual spinning or 
rocking or an unusual preoccupation with objects. 

Bizarre Language: 

■ Peculiar or abnormal speech patterns not resulting from a speech disorder. 

■ Can include echolalia (repetition of words or phrases of others), perseveration (persistent 
repeating of words), neologisms (invented or distorted word meanings), or elective mutism 
(refusal to speak). 

Blindness: 

■ Child is sightless or has such limited vision that he/she must rely on hearing and touch as 
the chief means of learning or 

■ A determination of legal blindness in the state of residence has been made. 
Brain Injury: See Learning Disabled. 
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Bulimia: See Eating Disorders. 
Sums: See Orthopedically Impaired 

Cerebral Palsy: See Orthopedically Impaired; see also Speech or Language Impaired 
Chronic Health Condition: 

■ Having limited strength, vitality or alertness, due to chronic or acute health problems which 
adversely affect a child's functioning in one or more life activities. 

* Conditions include: heart condition, tuberculosis, rheumatic fever, nephritis, asthma, sickle 
cell anemia, hemophilia, epilepsy, lead poisoning, leukemia, or diabetes. 

■ Children diagnosed as autistic are included in this category. 

Cleft Palate: See Speech or Language Impaired 

Clubfoot: See Orthopedically Impaired 

Communication Disorder: See Speech or Language impaired 

Deaf: 

a A hearing impairment which is so severe that the child is impaired in processing linguistic 
information through hearing, with or without amplification. 

■ Impairment adversely affects a child's functioning in one or more life activities. 

■ Legal determination of deafness in the state of residence. 

Deaf and Blind: 

a Both hearing and visual impairments. 

a May have severe communication problems. 

a May have serious developmental problems. 

a Adversely affects a child's functioning in one or more life activities. 

Delusions: See Psychotic Thought Disorders. 
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Depression: 

■ Abnormal and persistent low spirits or gloominess. 

a Loss of interest or pleasure in usual activities; loss of energy or fatigue; poor appetite or 
significant weight loss; increased appetite or significant w^eight gain; difficulty in sleeping or 
excessive sleeping; feelings of worthlessness, self-reproach or excessive or inappropriate 
guilt; complaints or evidence of diminished ability to think or concentrate; recurrent thought 
of death, suicide, or wish to be dead. 

■ Does not include normal periods of the blues" or normal grief or sadness associated with a 
specific event, such as the death of a loved one. 

Developmental Aphasia: See Learning Disabled 
Developmental^ Delayed: Can be either of the following: 

■ Speech cvr X^igiiafle Delayed! 

■ An undiagnosed condition in children under 5 years of age in which speech or 
language development appears substantially less than expected for a child that age. 

■ May indicate a health problem or retardation but no such diagnosis exists. 

■ Motor Development Delayed : 

■ An undiagnosed condition in children under 5 years of age in which physical growth, 
coordination, and motor skills development appear substantially less than expected 
for a child that age. 

■ May indicate a health problem or retardation but no such diagnosis exists. 
Diabetes: See Chronic Health Condition. 

Disorders in Peer Relations: 

■ Serious impairment in ability to relate to other children. 

■ Little or no interest in making friends, extreme shyness, isolation, extreme anxiety in social 
situations, or persistent victimization of others; exploitation of others with no concern for 
them; aggression. 

Disorders in Relations with Authority Figures: 

■ Inability to establish normal relationship with teachers, program staff, or other adults. 

■ Includes aggression. 
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Dyslexia: See Learning Disabled 



Eating Disorders: Includes the following: 

■ Pica (eating non-food items). 

■ Bulimia (serious binge eating accompanied by episodes of starving, induced vomiting, etc.). 

■ Anorexia nervosa (serious self-starvation to the extent that life may be threatened). 

Echolalia: See Bizarre Language. 

Emotionally Disturbed: See Seriously Emotionally Disturbed 
Epilepsy. See Chronic Health Condition. 
Failure to Thrive 

• A medical condition seen in infants and children who are not making normal progress in 
physical growth, falling below the mean height or weight for their age and sex 

• Causes of failure to thrive may be physiological but can also be the result of environmental 
and interpersonal factors. 

Fears: See Phobias. 

Glasses: See Visually Handicapped 

Gloominess: See Depression. 

Hallucinations: See Psychotic Thought Disorders. 

Hard of Hearing: 

■ A hearing impairment, whether permanent or fluctuating, which adversely affects a child's 
functioning in one or more life activities, but which is not included under the definition of 
"deaT for this section. 

■ Slightly to severely defective hearing, as determined by ability to use residual hearing in 
daily life. 

Heart Condition: See Chronic Health Condition. 
Hemophilia: See Chronic Health Condition. 
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HIV Infected; Infants testing positive for the human immunodeficiency virus - AIDS (HIV, also 
called HTLV-m and LAV). 



Human Immunodeficiency Virus (HIV): See HTV Infected 
Hyperactivity/Attention Deficit Disorder: 

■ Excessive or frenzied physical activity in constant motion and not goal-directed. 

■ Substantially impaired ability to pay attention as evidenced by extreme distractibility, 
difficulty concentrating on schoolwork or other tasks requiring sustained attention; frequent 
failure to complete a task. 

■ Children believed to have this disorder are often taking a drug called Ritalin. 

Infant Drag Addiction: See Alcohol/Drug Toxicology. 
Infant Alcohol Addiction: See Alcohol/Drug Toxicology. 
Insomnia: See Sleep Disturbance. 
Isolation: See Disorders in Peer Relations. 
Lability and Emotional Instability: 

■ Sharp swings or rapid, repeated and abrupt shifts in interpersonal behavior, mood, self- 
image or attitude, 

■ Appear to have little or no relationship to environment 

Lead Poisoning: See Chronic Health Condition. 
Learning Disabled: 

• Children without other disabilities who show severe difficulties in understanding or using 
language (spoken or written), listening, thinking, reading, writing, spelling, or doing math. 

■ Adversely affects a child's functioning in one or more life activities. 

■ For preschool children, precursor functions to understanding and using language (spoken or 
written), and computing or reasoning abilities are included. 

■ Perceptual handicaps. 

■ Brain injury. 

■ Minimal brain dysfunction. 
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■ Dyslexia (difficulty processing reading). 

■ Developmental aphasia (difficulty processing language). 

■ Does not include children who have learning problems which are primarily the result of 
visual, hearing, or motor handicaps, of mental retardation, of emotional disturbance, or of 
environmental, cultural, or economic disadvantage. 

Learning Disorder: See Learning Disabled 
Leukemia: See Chronic Health Condition, 
life Activities: See Handicapping Condition. 

Low Birthweight: A baby weighing 5 pounds, 8 ounces or less at birth is considered "low 
birthweight". 

Manic Depressive: See Psychotic Thought Disorders. 
Mentally Retarded: 

■ Significantly sub-average intellectual functioning that exists along with deficits in adaptive 
behavior. 

■ Manifested during the developmental period 

■ Adversely affects a child's functioning in one or more life activities. 

Minimal Brain Dysfunction: See Learning Disabled 
Mood Swings: See Lability and Emotional Instability. 
Mutism: See Bizarre Language. 
Nightmares: See Sleep Disturbance. 
Non-Psychotic Thought Disorders: 

■ Serious distortion of reality, but not so gross as to be psychotic. 

■ Includes magical thinking, belief in clairvoyance, telepathy, recurrent illusions, grandiosity, 
or belief in importance or special meaning of an event, object or individual; paranoid 
tendencies. 
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Orthopedically Impaired: 

■ A severe orthopedic impairment which adversely affects a child's functioning in one or more 
life activities. 

■ includes impairments caused by: 

Congenital anomaly (e.g^ clubfoot, absence of some member), 
A disease (e.&, poliomyelitis, bone tuberculosis), 

Impairments from other causes (eg., cerebral palsy, amputations, and fractures or 
burns which cause contractures). 

Paranoia: See Psychotic Thought Disorders. 

Passivity: See Withdrawal 

Perceptual Handicaps: See Learning Disabled. 

Perinatal Infant: An infant during the period from i sveral months before birth to 30 days after 
birth. 

Perseveration: See Bizarre Language. 

Phobias: Excessive and unusual specific fears that interfere with daily functioning. 

Pica: See Eating Disorders. 

Polio: See OrthopedicaUy Impaired. 

Positive Drug 01 Alcohol Toxicology: An infant testing positive for drugs or alcohol at birth. 
Premature: Birth occurring before the 38th week of pregnancy. 
Psychotic Thought Disorders: 

■ Gross impairment in reality testing not attributable to mental retardation. 

■ Includes hallucinations (seeing or hearing things that aren't there); bizarre delusions (false 
belief that is patently absurd); marked losing of associations (thinking that shifts from one 
subject to a completely unrelated topic); marked illogical thinking. 

Rheumatic Feven See Chronic Health Condition. 

Ritalin: See Hyperactivity. 

Schizophrenia: See Psychotic Thought Disorders. 
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Self-Mutilation: 

■ Intentional physical actions that are physically harmful to child. 

• Includes activities such as slapping or hitting self, head banging, hair pulling, scratching or 
biting self, putting hand through a window, etc. 

■ Do not include suicide attempts here. 

Seriously Emotionally Disturbed: A condition costing over a long period of time that may indicate 
the child is: 

■ Dangerously aggressive toward others. 

■ Self-destructive. 

■ Severely withdrawn and noneommunicative. 

■ Hyperactive to the extent that it affects adaptive behavior. 

■ Severely anxious. 

■ Depressed or phobic. 

■ Psychotic. 

■ Adversely affects a child's functioning in one or more life activities. 
Shyness: See Disorders in Peer Relations. 

Sickle Cell Anemia: See Chronic Health Condition. 
Sleep disturbance: Nightmares, insomnia, sleepwalking. 
Sleepwalking: See Sleep Disturbance. 
Speech or Language Impaired (diagnosed): 

■ A communication disorder such as stuttering, impaired articulation, a language impairment, 
or a voice impairment which adversely affects a child's functioning in one or more life 
activities. 

■ May accompany such conditions as hearing loss, cleft palate, cerebral palsy, mental 
retardation, emotional disturbance, and other sensory and health impairments. 



Suicide Attempts: Child has made overt suicide threats, gestures, or attempts, beyond mere 
attention-getting, talk, or ideation. 
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Tuberculosis: See Chronic Health Condition. 

Visually Handicapped (does not include problems correctable with glasses): A visual impairment 
which, even with correction, adversely affects a child's functioning in one or more life activities; 
e>&> faulty muscular action. 

Withdrawal, Passivity: 

■ Lack of responsiveness to surroundings. 

■ Does not respond to direct questions. 

■ Isolates self from others. 

■ Out of touch with others or environment. 
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APPENDIX D 

Instrument for 
Data Collection #2 



Note : To be consistent with PX. 100-294, this instrument used the terms 

"handicaps" and "handicapping conditions." The body of this report uses 
the term "disabilities," which is the current terminology. 





9 

ERIC 



130 



Fonn AppfOMl 
OMBNa: 09804214 
Expiree: December 31, 1991 



A NATIONAL STUDY OF MALTREATMENT OF 
HANDICAPPED CHILDREN AND CHILD MALTREATMENT IN 
SUBSTANCE ABUSING FAMILIES 



Data Collection #2 
Telephone Survey 

(Administered 90 days after Data Collection #1) 



CASE SUMMARY 





Cttfdl 


Chid 2 


Chid 3 


Chid 4 


CWd5 


Chid 6 
















Row 1 

Substantiated 
Maltreatment 


□ 


□ 


□ 




□ 


□ 


Row 2 

Handicapping 
Condition 


□ 


□ 


□ 


□ 


□ 


□ 



BOX1 

Are there any additional Chid Update sheets? 

Yes (GO TO NEXT ONE) 

No Check Substantiated Ma l treat! nent row above. Is there at least one chid whose 

maltreatment is substantiated? 

Yes (GO TO FIRST ADULT UPDATE SHEET) 

No (TERMINATE) 




j BOX 2 

{ Are tnere anv additional Adult Update sheets? 

Yes (GO TO NEXT ONE) 

! Nc (GO TO 016) 



BOX 3 

Is there more than one primary caretaker? 

Yes.. 



No.. 




SAY TO RESPONDENT "You have identified (NAMES) as 
primary caretakers. For our study, we'd tike to can just one 
individual the primary caretaker of the chid who is the subject 
of this report. Which one person would you say is best to 
consider a primary caretaker?' (MAKE CHANGES ON CASE 
SUMMARY FOR ADULTS CHANGED FROM PRIMARY TO 
OTHER CARETAKER.) 
GOTO PART 2 
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PART 1: YEW* CATION AND UPDATE OF PRELIMINARY DATA 



Htflamynamtte <romW««R««PChinRockwte.Maiyto^ 

May I please speak wfch (NAME OF RESPONDENT)? 

F GATEKEEPER ASKS FOR MORE INFORMATION: 

participating in a study with us and te expecting or phor* cal 



IF NO: Whan would be the best time to reach him/hoc? [RECORD ON 
CALL RECORD]. 



IF YOU ARE ASKED WHETHER YOCTDUKE TO LEAVE A MESSAGE, 
SAY: IV be happy to cal him/her back at a more comment tima 
When wouti be the best time 10 reach him/her? 



REPEAT INTRODUCTION IF SOMEONE OTHER THAN 
RESPONDENT ANSWERS THE TELEPHONE 



As you know. I'm caling to interview you about case number (AGENCY CASE NUMBER) for 



Before we start, let me tei you a We about this interview and study. 

• We estimate that it wt takeatouatMSmhuastocom^ 

• TWs study is being conducted underthe mandate of Sections ttt 
Abu»Prav*r*ioaAdopttoaar^ 

• AJ of your answers wl be kept corrjtoary corftiert^ Neither ycxr name nor any 
other IrJertfryto g jnfomaa^ Our only iraerast is 
in the combined answ er s from e ve r yon e who participates in the study. 



For this imarvww. you wll probatory need to const* your case Oes. In adoltion. It wfl be easier and faster! 
you*we the response fcHnps which we sart to your agency. Do you have the casa fle and response 
isdngs handy now? 



YES- ■ (CONTOUE) 

NO | can hoidwhle you get that materW 

or. f you prefer .1 can cal back h 

about 5 minutes. 



Hold _ (WATT UNTIL RESPONDENT IS READY) 

Calback PI cafl back at thto number (READ TELEPHONE 

NUMBGR)inSminutas. (WHEN CALLING BACK, 
REPEAT INTRODUCTION. THEN SKIP TO THIS 
POINT.) 



T**x&*** this rterviawwewB use the term ^substantiated m altrea tm en t .* Some agencies have other 
t< nt1 j f J 0< <W «ch as corrtrmed. indicated or supported to desert* the resits of the agency's 
j"y*y* tiotl P**Poees of this study. we'd Bee you to include as substamtated arty instance in 

*» oonduded msrtreatrnent ocomd. even f aervfcas were newjr provided to 

ftndrvtduais aaaociaied wfcli the case. 



Rrst I'd Bee to check the in f orm ati on that we have for ttts case, m the course of m tovesrjgtfon I 
u n d er stand that you often receive new Hb n wtfa n; we'd Mce to make au^ 




la According to my records, the data this case was reported toyouragency b 

is that correct? ^ Y N «» f / / i 

(CIRCLE YES OR NO. IF NO. ENTER CORRECT DATE IN BRACKETED 

AREA. ENTER MONTH/DAY/YEAR) 

lb. Thed—of s u bc ttnto ttonts / / 

tsttatcomct? y n -» i i i 1 

(ORCUE YES OR NO. IF NO. ENTER CORRECT DATE IN BRACKETED — 

AREA. ENTER MONTH/DAY/YEAR.) 



133 BEST COPY AVAILABLE 



CHILD UPDATE 



Chid* 



The chldren in the household are as Wows: 
1. First/next* 



who is Mate/Female, 
and was bom in 19 



Y 
Y 
Y 



N -> 
N - 
N - 



L 



J 



[Male/Female ] 

[19 ] 



km* correct? {CIRCLE YES OR NO FOR EACH fTEM; IF NO, ENTER CORRECTION IN 
BRACKfc I fcD FIELDS.) 



S/heis: 



1 
Z 
3. 

a 



A substantiated victim of maltreatment 

An aleged victim 

Not involved _ 



Donl know chld's rote. 



7 



~ i 1 

~ [ 3 
~ I 8 



] (Row!) 

] 

] 

1 



Is that correct? (IF YES. CIRCLE ORIGINAL INFORMATION IN BRACKETED FIELDS' 
IF NO. CIRCLE CORRECT INFORMATION IN BRACKETED FIELDS AND REPEAT ALOUD.) 

2. (REFER RESPONDENT TO UST 1.) The prabrinary report indicates 
that prior to maltreatment 



„S/he fljtf ha ve a known or suspected handicapping corxftton. Ustt li sts the 
handicappinQ conditions so you can see what we mean by trot 



B S/ht fflnfr have a fcncMm or w pec t e d handicapping condition Ust1 lists 

the handicappinQ conditions so you can see what we mean by thaL _ 



is that correct? (MARK: Did or did not rove rmfcap.) 

3. (REFER RESPONDENT TO UST 1) The tertfcapping conditions the chid 
is im pa cte d of having are: 



[ 1.(03) ] (Row 2) 
did have 
12.(06) ] 
did not have 

{ 1.(07) ] (Row2) 
did have 
12.(80X1)1 
<Sd not have 



1. 
Z 
3, 
4. 
5. 



7. 
8. 

9. 
10. 
11. 
12. 

ia 

14. 

1S. 
16. 

17. 

ia. 



Meraaly retarded (disposed) 

Speech or tanguage development delayed. 

Motor development detayed 

Orthopedfcalyimp** 



Chronic heafthcondtiori.(e.g,asttra, 
.carcase problems) 



Herd of hearing (does not include 
problems correctable wth a having aid) . 



Vfaafty handfcapped (does not include 

problems correctable with glasses) 

Bard 



Speech or language impairadfcfiagnos^ 

HyperactMty/attertfondeOcftdtoorder 

■jeartang naafieo 

■ i ■ 1 1 1 1 1 1* i .1 it 



tajft* drug or alcohol toricdogy 
Prematise - 
Feiuretothrtve 

HTVI 



Serioutfy emotionefy disturbed . 



01 
02 
03 
04 

05 

06 

07 

08 
09 
10 
11 
12 
13 
14 
15 
16 
17 



Is that cornet? (IF YE3. COPY ANSWERS TO BRACKETED FIELDS; IF NO, CIRCLE CORRECT 
ANSWERS IN BRACKETED FIELDS AND VERIFY ALOUD.) «*W6CT 



BOX 2 

is there more than one answer to 03? 



YES. 



NO, 



(04) 
(BOX1) 



4. Which of the handicapping corrfttonsv*)^ 

or most serious one? (WRITE NUMBER IN BRACKETS) 



°K34 



BOX 3 

UG3* ttseriotar/eroottonalydistt^ 

YES (05) 

NO (B0X1) 



(REFER RESPONDENTIA UST 2) The<^ hasthtfota^sympfc^ 
have any of the following symptoms?) 



1. 
2. 
3. 

4. 



6. 

7. 

a 

9. 
10. 

11. 

12. 
13. 
14. 
15. 

ia 



Suicide attempts 
SeK-mutiation _ 



Eating disorders (e.g^ anorexia, btfemo, pica) 
Bizarre behavior (e,g. talking to inanimate 
objects, growing) . 



Kant language (e.g.. persistent repeating cf 

words, refusal to speek) 

Wthdrawei, passivity - 



Psychotic thought disorders ........ 

Noniieycriaticttou^t danders . 
Depression . 



labtty and emotional inttabity (a.g., sharp 
mood seringa) — 



Seep dfistiabanco (*g* sleepwatong. Insomnia). 
B e U ew cM i u /eoing. 



Disorders in peer relatione * 
Disorders h relatione wthetfrwrtty figures 
Other (spadfy) , 



01 
02 
03 

04 

05 
06 
07 
08 
09 

10 
11 
12 
13 
14 
15 
16 



GO TO BOX 1 



Wretfte the reason tratyou no longer suspect ^(CHOT^NAJyC)re^arewdk=app^ 
condition prior to the maltreatment? 



MedbeJ Report loud no hendicap. 



Scr^ieport/leerherMcalaYlnornndicap 

Psychological aaeeeemert indicated cMdhednol 
CoralmjedobeeneiionofthechM 



1 

2 
3 
4 



Addtonel Information provided by parent/caretaker 
t enso nao no iss wir a yps ig uunua pn 



Handfcap dU not eadct prior to tneJtmtment but 
areat*ofthe 



Other (spectfyL 



6 
7 



GO TO BOX 1 
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(ASK RES»ONDEWri© REFER TO UST1.) Which typas of hmdkappkiacondttomlittM 
chid ausfMCtad of taring? (CIRCLE ALL THAT APPLY.) 



1. 


Montaly retarded (cfegnoeed) 


01 


z 


Speech a language davefeprrM 


02 


a 




Aft 


4. 






5. 


Chronic twtth condton, (ag^ asthma 


AC 


& 


correctable with a hearing aid) 


06 


7. 


rw 


.07 


a 


VteuHy handicapped (dots not Include 
prohiamsaOTaaaMaw^gtoM^) 


06 


9. 




09 


10. 


Speech or language impaired (dagnoeod) 


10 


11. 


HyperactMty/atrertkxide^ 


.... 11 


1Z 


Laaming tfeaH-rt 


- 12 


ia 


LflMfNrttii^li 


13 


14. 


Poetfce drug oralcohol taoacnlngy 


14 


15. 


Premature , ,, , 


. ... 15 


16. 


Faluratathrfa* 


16 


17. 




17 


ia 


Serfauaty amafkmey rfkn«fa*H 


18 



6. What is the one type of handcap ebos* that you wouti consider me most 
serious problem? (WRTFETHE NUMBER OFTHE ONE HANDICAP.) 



IF YOU ORCLED ITEM ia FOR 07. PLEASE ANSWER 09. OTHERWISE. SKIP TO G10. 



a (ASKRESPONDe*TT0RS=ERTOUST2.) DttthecfcUtmaflyofthetttewtaa 
aymptorne? (CACUE ALL THAT APPLY.) 



1. 




01 


2. 




02 


a 


Eating dterdars (ag_, aroraxfc. txiamit, pica) 


03 


4. 


Bizarre behavior (e.g-. tafldrtg to tnankraie 


04 


a 


Bizarre ianguaoa (ag^ persistant repeating of 

WfdrraaialteapMk) 


06 


a 


Wfchdmaal,. paasfcey 


06 


7. 


PiychfUc thought fttumlars _ 


07 


a 


NorKpaycMic though dkarrimn 


06 


a 




00 


10. 




- . 10 


ii. 


VTKXJaU — - , , 


. . 11 


12. 


Seep disturbance (ag. rtatpwaMna irearnree) 


12 


13, 


rtiiH—iiiijH i iiiiij 


... 13 


14. 


Dtaonlert fen peer lalationa 


14 


15. 


Dieorcto in relates wlftaj*^^ _ 


IS 


ia 


OthertsoacJv) 


16 



aw i o 6 



01. **c*/*mm 

02. Piotation/eomctfent 

03. Coront r/ mic tt cal 

04. SocttMrvtotagtncy 

05. School — 

06. Dty 



01 
02 
03 
04 
OS 
06 
07 



07. Ho^/dMe/phy«can , 

J* ^hggft^ 06 

09. CMd on whom oompitfop form . 

10. Yourdbmrmkx* , J 

11. Hmtymmkm 

1£ Frkmd/ntighbor/ochtr toftvfclutf 

13. Anonymr m a 

14. Ottwr(sp«c*y). — — — ~- 



OF 01 1 « 9 OR ia SKIP TO Q17.) 



09 
10 
11 
12 
13 
14 



tht condition? 



Dent know— _ * 



DMmMOUPO! — thtoppomrttyto— nint. 



or rath* chiefs conftion? 



Y« 

No 



Donttaow. 



Po»th>gow»hwrt tTw* gd ^ ^ 



Y« 

No 

Oontknow. 



1 
2 
8 



1 
2 
8 



No 



Dontknow. 



1 
2 
8 



J j 

;.*-4>Ofl1tal0W_ .. . 

C^Mii, Now 



iithtinionntoion^tMndlcappingcon 
VirymfaM 1 



4 



GO TO BOX 1 
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ADULT UPDATE 



Aduft* 



Tha adtfts In this cast mm as Mows: 



1. 



who la Maia/ Fam a la . 



and who ts:. 



Y 
Y 



N - 
N - 
N - 



J 



fMale/Famale ] 



01. Biological mothar . 

02. Adopt** mothar _ 

03. Stapmothar . 



04 

05. 

oa 

07. 
06. 
09. 



Fostar mothar _ 
Biological tathar. 
Adoptfca fathar.. 
Stepfathar , 



rosxar tamar . 
Grandparent . 

10. Aunt/undt- 

11. StoBng . 



12. Othar raiatfca . 
(Spaciy:) 

13. 
14. 



Parants girt/boy friand . 
Othar sotft „ 



96. Donl know 



Is that comet? (CI RCLE YES OR NO FOR EACH ITEM IF NO. ENTER CORRECT 
ANSWER IN BRACKETED FIELD. REPEAT NEW INFORMATION ALOUD.) 



2. 



Hfc/har aflagad tola h tha matoaatmant of tha aubfactchid 



ands/hate 



1. 
2. 
3. 

a. 

1. 
z. 

3. 
6. 



chid . 



Parmload tha maltraatmant . , . ... 
Was not Invoiwjd In tnattraatmant , 
Donl taow -■ 



Primary caratakar . 
Othar caratakar _ 
Not a i 



DonTknow caratakar status . 



b that cermet? (IF YES. COPY RESPONSE MARKED. IF NO. 
ENTER/CmCLE CORRECT INFORMATION tl 8RACKETED FIELD TO THE 
RIGHT. REPEAT NEW INFORMATION ALOUD.) 

ICHECK MARKS ON 3A/3B - READ MARKED QUESTION ONLY J 

3*. ThapratoninaryTaportinttotattr^ 

havaaki^ It that 

com act? , . 



(IF YES <fcJ hava aubctanca abtsa proUamt. ORCLE 1. 

IFNO<^ fK<ha vaaubatanc»abtf»apfobtarm,aRCLE2. 

m BRACKETED FIELD. REPEAT NEW ^FORMATION ALOUD.) 



3B. 



Tha prafciUn ai y taport Mcataathat prior to wto aa irn an L a/ha DID 
NO T havasj tnown or auspactad alcohol ordnjg stauss probtam. Is 
that corracf? . 



(IF YES dtt not hava aubctanca abuss probarn, CIRCLE 2 

IF NO did hava tubaunca abUM probiam, CIRCLE 1 . 

IN BRACKETED FIELD. REPEAT NEW INFORMATION ALOUD.) 



01 
02 
03 
04 
05 
06 
07 
08 
09 
10 
11 

12 
13 
14 
96 



I 3 J 
[ 8 ] 



] (Row3) 

J (Row 4) 
] 
] 

I (Rows) 

] (Row 6) 



{ 1.(04) } (Row 7) 
did hava 
I 2- (06) J 
did not hava 



I 1.(07) ] (Row7) 
did hava 
I2.(BOX2)l 
did not hava 



ERLC 
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4. 



(REFER RESPONDENT TO UST 4) Dwtypad) of aubatanea abusa auspactad la: 



01 
02 
03 
04 
05 
06 

07 
06 

09 

10 

11 
12 
13 
14 
15 



/Ucota*(baar,wlr* t BqjOf) 

Cock 

Cocaftna 



Ma i ju a na . 

Ssdafr«s(bart*uaias,sftatpfciQ 

pis, Saconal, 'dowaiarO 

Tranqulfcacs . 



Analgasfca (pain WMra Oct Darvon, Otnitrd, 

Ptrcodaa Tyiand w*hCodaina) - 

swnuvncs ^arnpnaanvnOT* 

PiaKidla "uppars\ spaad) 

Snhaiarts (ghje, amy* nfcta, 
*poppars*, aarosd sprays) . 



Kaftudrtogans (LSD, ptyota, mascaiint) 

POP (angal dust) 

Wagaiy obtataad rnaihadona . 
Abuaas soma typa of c*ug- not sura wtiattypa 
Othardrug(Spadry): 



01 
02 
03 
04 
05 
06 

07 
08 

09 

10 

11 
12 
13 
14 



tsthatcorracf? (CIRCLE YES OR NO AT TOP. IF NO, ALSO CIRCLE NEW INFORMATION IN BRACKETED FIELDS. 
REPEAT H&H INFORMATION ALOUD.) 



tsthsramota than ona answsr to 04? 



Yaa. 

He . 



(05) 
(BOX 2) 



(ateohol or drug) abu aad 



5. Tha primary 
rspoft ad to faa 

(WRITE CODE NUMBER FROM ABOVE) 



GO TO BOX 2 



Whflt Is tha raaaon that you no tonoar ntyct that 
•icohoi or dnjQ afauaa problam prior to tha msfcraatmsnt? 



a (ADULTS NAME) had an 



GOTO BOX 2 
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7. (ASK RESPONDENT TO REH3I TO UST 4.) What type of substance (alcohol or drug) It 
auspeded? (CIRCLE ALL THAT APPLY.) 



Alcohd (beer, wtoe, liquor) 01 

Cm* 02 

Cocaine 03 

Heroin . 04 

Merjuam 05 

Sedatives (barbiturates, aloopino ofts. SeooneJ "downers") 06 

Tranqulbers (veJkjm. itarium, attvan. etc.) 07 

Analgesics (pain Mm Act Dervon, Demerol Porcodan, 

Ty4endwth Codeine) 06 

Sftnutonts (amph e tam ine * . ProkKfln, *uppars*. speed) 09 

Inhalants (glut, amyl nitrite, "poppers*, aerosol sprays) 10 

Hal u dnogen s (LSD. payoto. mescaline) 11 

PCP (angel dust) — 12 

Mag e fy ob t ai n ed methadone ,, ,, ., , „ , 13 

Abuses some type of drug - not aura what typa 14 

Other drug(spedry) 15 



8. What is the one primary substance (alcohol c* drug) that Is suspected (Le.. 
the only ona wrecr; cauaas the most herm or h used moet frequently)? 
(WRITE THE NUMBER OP THE ONE SUBSTANCE.) 



9. (ASK RESPONDENT TO REFER TO UST 3J What ara Iht source^) of information about the 
edtft'ealcohdordrugobuse? (CIRCLE ALL THAT APPLY.) 



Pofios/eherlf 01 

P robe ti on/cc*rootlo m 02 

Goraner/medfcal examiner 03 

Social earvkse aoancv , .. 04 

School 05 

Daycare 06 

HoapM/dlrfe/priyefcto 07 

jesraai neawn/awonoioronjg eoues irasinwnt program , , , ue 

Adult on whom cornp-attng form 09 

Yourobeenetions 10 

renwy inenejer - 11 

Ptfend/nsighbor/other tndHrfdual , - 12 

Anonymous - 13 

Other (epedfy) \ 14 



10. What it the one source of Infor mation that you retted on the moot? 

(WRITE THE NUMBER OF THE ONE SOURCE OP INFORMATION ABOVE) 

(IP O10 - 9 OR 10. PLEASE SKIP TO Q1S.) 



11. Does the ona source that you )uet Idertfftt base Ms/her baflef on a ric^ 

Yea 1 

No 2 

Donl know 8 



12. la ft baaed on knowledge that the poison has admitted alcohol or drug abuse, or has receded 
treatment lor an aloohoJ or drug abuse problem? 

Yea 1 

No 2 

Donl know 8 



13. Does the source have eulBcient contact wth the penon to be aware of hte/her um of eicohol or 
drugs? 

Yea 1 

No 2 

Donl know 8 



BEST COPY AVAILABLE 



14. 



to bt 



(•^ irwohod In cuttody 



Ym 

NO 

Don't know 



15. Ovoral,how«llittol^Womw^ 



Vtry 

SomiMhfttrttabt«_ 
Somewhat imtiabto 
V«y imifcbte 



~ 1 
~ 2 
~ 3 
4 



GOTO BOX 2 
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ADDITIONAL ADULT UPDATES 



maratment or had a caretaker icle? 



Y«, 
No - 



- 1 (CONTINUE) 
2 (BOX 3) 



17 * ^ l ^2J2j fetname? (RECORD ANSWER ON CASE SUMMARY PAGE ON NEXT 
18 * SS^NoSJ^fS l!Sf£r ,iP to ^ ^ ^ fe ^ ^ «s report- (REFER 



01. 


Biotagkal mother. 




02. 


Adoptive moth«r 




03. 


Stepmother 




04. 


Foster mother 




05. 


Biological fcrrtw 




06. 


Adootivefeher 




07. 


Stepfather. 




oe. 


Foster father 




09. 


Gnndparert 




ia 


Aunt/uncl* 




11. 


Sibling 




12. 


Other MM* 






(Socctfv:) 




13. 


PatenTs eft/hoy friend 




14. 






96. 


Qon*tfcncur 





03 
04 
05 
06 
07 
06 
09 
10 
11 

12 
13 
14 
96 



19. What is (NAMEJ'scajetaker status? 

Primary caretaker _ 

Other caretaker 

Notacaretaker 

Don't know 



1 (Row5) 

2 (Row6) 
3 

8 



20. What >s(NAME)'safleged rote in the rwttmatmenr? 

Maftmatedttiechld 
Permitted nm 
Notinvotvad. 



1 (How 3) 

2 (How 4) 
3 



21. What is (NA*e)'$ age in yam? 



years old 



22. WhatK{NAME)'ssex? 

Male _ 
Female 



1 

... 2 



23. What b(NAME)'s ethnic group? 



24. 



American Indian/Alaska Native 

Asian 

Btack, not Hispanic 

Hispanic 

Whie, not Hispanic 

Other (specify) 

Don't know 



2 

4 

5 

6 

8 



Pnor to the mattraarnent, did (NAME) have a known or suspected alcohol or drug abuse 
prcoem? 



ERIC 



Yes 

No . 



HIT 



1 (Row 7) 

2 (B0X3) 



25. What type of substance (alcohol or drag) is suspected? (CIRCLE ALL THAT APPLY. ASK 
RESPONDENT TO REFER TO UST 4.) 



AJcohd (beer, wine, liquor) 01 

^""^ Q2 

Cocaine 03 

Heroei — , .. , , , , 04 

Marijuana , Q5 

SedaMss(barbfawaes. ta pi ng p»s> Seconal 'downers') 06 

Tranquiizefs (vafejn, Ubrium, ativan, etc) 07 

Analgesics (pe«k»« flee DarvoaDer^ 

Tylenol win Codeine) ~ 08 

Stimulants ( arnp hat amin e s , Pwferfa "uppers', speed) 09 

inrnlants (giue^arrryt rutrite, 'poppers', aerosol sprays) 10 

HaBucinogens (LSD, peyote. me scal ine) 11 

PCP (angel dust) 12 

Oega*y obtained methadone 13 

Abuses some type otdrug- not sure what type 14 

Other drug (specfy) 15 



26. What is the one primary substance (tfcohol or c^ta 

the onry one which causes the most harm or is used most frequency)? 
(WWTE THE NUMBER OF r HE ONE SUBSTANCE.) 



27. What are the source(s) of jnfornwtrvj about the adiir/s alcohol or drug abuse? (CIRCLE 
ALL THAT APPLY. ASK RESPONDENT TO 3EFER TO UST 3.) 



PoKoe/sherVf , 01 

PrrMinnfamr*** n. Q2 

Coroner/medcal examiner -- - - 03 

Social earwoeagancy , 04 

dcnooi , , Q5 

Daycare — . __ os 

H osp M /cinic/physician 07 

Mentf haafltyttcohol or drug abuse treatment program 06 

Adult on whom completing form -- 09 
Your obeervatio ns . 10 

P*miy BMirtMf . L ... . 11 

Friend/neighbor/other indrwduri 12 

Anonymous . . 13 
Other (spedry) 14 



28. What is the one source of Wo n iiMion that you fefadonthemost? 

(WRITE THE NUMBER OF THE ONE SOURCE OF INFORMATION ABOVE) 

OF 010 * 9 OR 10, PLEASE SWP TO 033.) 



29. Does the one source that you just identified base his/her belief on a medical or 
psychological assessment? 

Yas „ 1 

No — m . . 2 

Dont know. g 



30. Is it based on KnoMedge tot the person has admitted alcohol or drug abuse, or has 
receded treatment for a alcohol or drug abuse problem? 

Yes 1 

No 2 

Dont know _ a 



31. Does the source have sufficient contact with the person to be aware of their use at alcohol 
or drugs? 

Yas 1 

No , 2 

Dont know , a 
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32. Does the source hawe any raasoniobtbi^ap^ to 

dispute)? 



Yes 1 

No 2 

Dont know 3 

33. OveraH, how refebie is the information on the person's aftcohd or drug abuse from this 
source? 

Veryrefebie , 

Somewhat refiable - z 

Somewhat unreliable „ 3 

Very unreliable .. 4 



GOTOBOX3 



PART Z FAMILY HISTORY AND CHARACTERISTICS 
Now, rdeketotumtoancmertcc«-farr^ 

1. *thetimec*mato*am*nt 

Never married • * 

Divorced — — - — — ~ — ■ 1 

Separated * 

Widowed * 

Married | 

Donl know — 

Z What is the highest grade of school conned for tte 



Less than high school - — 

High school graduate or 

GED (Gerieral EqurvaJency Diploma) completion 2 

Somecolege — ^ 

Cottege graduate — — — 7 

Dontkncw — 6 

I. (ASK RESPONDED TO REFER TO UST 6.) m what range is the tool annual household income? 

Lacs than $10.000 = — \ 

10XXXM4.999- — — * 

15400-19,999 — — — \ 

2OG00-24.999 — — Z 

2SJ00M9SBB — * 

30,000-34,999 — * 

3^000 or more — — 1 

Don*! know 8 

4 (ASK RESPONDENT TO REFER TO UST 7.) What was the primary source of income at the time of 
mJDcatmfftf? (ACCEPT ONLY ONE RESPONSE) 

Employment — — ■■■ — ■■ --— 1 

AFDC(AidtoFamSeswimDepeno^Chidr€n) — 2 

Oti m we n— fr.fr. General Assistance) 3 

SSI (Suuiemcnul Security mcome) ~ * 

SocM Security or U h ei l e tte ment program — | 

Dcsabfity — - * 

Other(spec*y) 7 

Dontkncw 5 

5- Wastt*t*niy seen bythe chid welfare 

Y te — I m 

Don't know . 8 ^ 

6. mwt^yearwastr^famiyteseenbytheager^ (WRITE LAST 2 DIGITS OF YEAR ON LINE BELOW. 
CIRCLE 96 IF OK) 



Don't know. 



1 9 

98 



O Don't knew.. 



Have there been previous rnaltreatment allegations in which any member of the family was the 
perpetrator? 

Y «. 1 

T«. 2 (Q ,o) 

NO (Qio) 
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e. w««^oftheprto«»egaionssUbsamBMd? 

Yes , l 

no , 

Dontknow — 

9a. w«anyofthechMfwnowinlh«»» U s^ 



i 



Yes - 2 (09c) 

sa w- .. — 8 (Mc) 

«x which chictoww the subjects*^ 



9c Was any chid who is 



rjst currertfy part of tht houMhc* the sub^ofapffwealegrton? 



Yes- 



No. 



Dontknow. 



1 <Q*> 

2 (BOX 4) 
8 (BOX 4) 



BOX 4 
CHECK OSA 



Q9A YES. 



NO. 



DONTKNOW. 



1 (Continue) 

2 (O10) 
8 (Q10) 



9d Were any of the 



ct*towhow«lhes*^c#apre*^ 



Ye*- 



No. 



Don! Know. 



2 (010) 
8 (Q10) 



9a Whiehc*drenwhow«thes^ 
OF TVE CHILDREN.) 



Name 



10. Wasthetoniyseenbytheagencyforany reason other than a matoa*nwrtaieg«iort? 

Yes. _Z 2 (012) 



^^JZIZZZZZZ . B (012) 



11. PlMsedesciibe the reason: 



0 

ERIC 



14b 



12. (ASK RESPONDENT TO REFER TO UST 8.) Tothebestoff your knowledge, was the fairly receiving any 
ofthefoiowing services atthe time of thematoiatment? (CIRCLE ALL THAT APPLY.) 



a. None — —01 

b. Behavior nanagemetttiaining. , — -02 
a Counting, famiy or other group — — 03 

d. Counseling, individual ■ 04 

e. Daycare 05 

f. Educational services 06 

g. En^toymert/tJaining 07 

h. Kabiitttionorrerabtalion 06 

L Homemaker service—™ 09 

j. Household manag ement 10 

k. Housing assistance 11 

L Legal services - 12 

rn. Medici services 13 

a Mental health care , U 

O- Parent trail ing , .. . — «... ^ 15 

p. Respite care 16 

q. Drug or alcohol abuse treatment 17 

T. Traf^Y VVta>>nfft m ~-~~~- m ~——* 18 

s. Other (specify) 19 



13a. (ASK RESPONDENT TO REFER TO UST 9.) At the time of the maltreatment, was there any evidence to 
suggest that the primary caretaker (NAME) had any of the following problems? (CIRCLE ALL THAT 
APPLY.) 



13a. 13b. 
Primary Other 

Caretaker Caretaker 
Name Name 



a. Mertfheafch problems 1 1 

b. Marital discord/spouse abuse . 2 2 

c Ph ys i c al Mness or ha ndic ap — - — — 3 3 

d. Mental retardation/developmental disabiity 4 4 

e. Arrest/incarceration 5 5 

1 Lack of housing-, 6 6 

g. Serious/chroni c financia l problems 7 7 

h. Other (spedfy) , 8 8 

L None 9 9 



BOX 5 CHECK CASE SUMMARY. ARE THERE ANY OTHER CARETAKERS CHECKED? 

YES ASK Q13P USING 1ST PERSON USTED ONLY 

NO GO TO PART 3A 



13b. (REFER TO UST 9.) How about (NAME FROM OTHER CARETAKER UST)? At the time 

of the riMttreatment was there any endence to suggest that s/he had any of the Mowing problems? 
(RECORD RESPONSE IN COL 13b ABOVE CIRCLE ALL THAT APPLY.) 
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PART 3* CHttJD^ HISTORY AND CHARACTERISTICS 



COMPLETE QUESTIONS 1 AND 2 FOR EACH CHILD (ROW 1 CASE SUMMARY FORM). WHOSE 
MALTREATMENT WAS SUBSTANTIATED. 



Now, rd Bee to get some adolbonai info r nati o n on each chid whose mattreatmenr was &fcm™mecL in this 
case, thai woUd be (READ NAMES FROM CASE SUMMARY ROW 1). Lets start with (CHILD'S NAME). 



1. (ASK RESPONDENT TO REFER TO 
UST 10.) To the best of your 
knowledge, was (NAME) receding any 
of the following services, from public or 
private agencies, at the time of the 
mstftrwrmert? (CIRCLE ALL THAT 
APPLY.) 



a. 
b. 
c. 
d. 
e. 
t 

g 

K 

L 

j- 

k. 
L 



Behavior modification 

Counseling, 



Crisis care - 

Day treatment . 



Employment/training — ^ 

naoigpon or renaonatiorL. 
Head Start 



Indopendent ifving services M 
Infant sornutatoon program M 
Legal services . 



Made* services. 



Mental health care. 



m. Omipetional therapy - 
ft. Physical therapy. 



o. 

a- 

r. 
s. 
t 



Psychological evaluation- 

Remedial education 

Sheltered employment 

S peech therapy. 



Alcohol or drug abuse treatment.. 
V ocaU»Mi e d uca ti o n 



u. Other (spedry) 



v. Dont know, 
w. None 



(REFER TO UST 11.) At the time cf the 
mattraadn er*. was thane any evidence 
to suggest that (NAME) had any of the 
following problems? (CIRCLE ALL 
THAT APPLY.) 

a. School behavior problem 

b. Truancy or attendance problem. 

c Substance abuse 

d. Running away 

e. Delinquency 

1 Pe rf ormin g below age-a p propriate 

grade level 

Other behavior problems (specify). 



K Dont know . 
L None 



Chid's 
Name 



i 

2 

... 3 
~ 4 
~ 5 

- 6 

- 7 

- 8 
9 

-.10 
_ 11 
-12 
-13 
_ U 
-15 
~16 
-17 
-18 
-19 
-20 



.21 



Chiefs 
Name 



.96 



.99 



3 

4 

5 

6 

7 



... 8 
9 



. 1 

- 2 
. 3 
. 4 
. 5 

- 6 
, 7 
. 8 

- 9 
.10 
.11 
.12 
-13 
.14 
-15 
-16 
-17 
.18 
-19 
-20 
_21 



-96 
-99 



1 
2 
3 
4 

5 

6 

7 



8 

9 



ERLC 



Chid's 
Name 



. 1 
. 2 
. 3 
. 4 
. 5 
. 6 
. 7 
. 8 
. 9 
.10 
.11 
.12 
.13 
.14 
.15 
.16 
.17 
.18 
.19 
.20 
.21 



.96 
.99 



9 



BOX 6. CHECK CASE SUMMARY. ARE THERE ANY ADDITIONAL CHILDREN WHOSE MALTREATMENT 
WAS SUBSTANTIATED? 

YES PART 3A 01, NEXT CHILD 

NO PART 3B 
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PART 38: THE NATURE OF THE MALTREATMENT 



ASK PART 3B FOR SAME CHILDREN AS PART 3A (ROW 1 ON CASE SUMMARY). 



No*, rd Bee to get some add Monad information on the nature of each chid ' s maltreatment 



First/Next* (NAME). 


Chiefs 
Name 


Chid's 
Name 


Chid's 
Name 








i. Was there any injury, even 
minor, or impairment to 

maltreatment? 

Yps 




1 




No 


(BOX 7) 


-2(BOX7) 


ZLTZ..2 (BOX 7) 
3 (BOX 7) 


Uncertain . .. ~ 


...3 (BOX 7) 


J3 (BOX 7) 










2. Was the injury or impairment: 
rarai 


1 /BOY "7% 


1 fRHY 7^ 

— — 1 \DUA / ) 


1 (BOX 7) 


Serious — 


■ . 2 


g 






3 


.3 




-4 






Too soon total 


£ 


5 


-.5 


Dent Know 


8 


8 












3. Has the injury or impairment 
resulted in any permanent or 
ionQ4srm handicapping 
condition? 

De&rtdyYes 


1 


■ 1 




Ukaiy 


- 2 


2 




Unflcery 




.3 


3 


Detatar/Not 








DontKnow 


8 


..-8 













4. Please describe the nature of 
the injury or i m pair ment lor 
(NAME): 

Chiefs Name Oescrction 




BOX 7. CHECK CASE SUMMARY. Are there any omer chidien wriose noltreatn^ 

YES (PART 38, Q1 for next chid) 

NO (PART3C) 
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PART3C: CHILD-RELATED ACTTVTTIES 



ASK PART3C FOR SAME CHILDREN AS PART 3B (ROW 1 ON CASE SUMMARY). 



I'd now like to turn to an other topic- the investigation. For each chid whose maltreatment was substa ntiated. ' 
have some questions aboUlww the investigation ¥«s conduct Let's begin with (NAME). 



Chid's 
Name 



Chid's 
Name 



Chid's 
Name 



la. 



(ASK RESPONDENT TO REFER TO 
UST 12.) Fa each of the Mowing 
people/agencies, please indicate if a 
CPS wofker was able to contact them 
during or since the investigation 
concerning (NAME). 



1. 



4. 



8.* 



Teacher or other school personnel 

(a) Contacted 

(b) Chid Health Discussed 

Physician or other medical 
p e rs o n n el 

(a) Contacted — 

(b) Chid Health Discussed 

Mental health personnel 

(a) Contacted 

(b) Chid Health Discussed 

SoobI service program personnel 

(a) Contacted 

(b) Chid Health Discussed 

law enforcement personnel 

(a) Contacted 

(b) Chid Health Discussed 

Neitftors/tandloid 

(a) Contacted 

(b) Chid Heatth Discussed 

Fnends 

(a) Contacted — 

(b) Chidl 



Parent/caretaker 

(a) Contacted 

(b) Chid Health Discussed . 



Other adult famiy members (not 
perpetrator or ptfert/caiataker) 

(a) Cortacted 

(b) Chid Health Discussed 

10 • Perpetmor 

(a) Contacted 

(b) Chid Health Discussed 

11 • Chid (victim) 

(a) Contacted 

(b) Chid Health Discussed — 

12. * Other chid 

(a) Contacted 

(b) Chid Health Discussed — 

13. Other (spectfy) 

(a) Contacted 

(b) Chid Health Discussed 



Yes No OK 



2 8 



28 



2 8 



g£ 2 8 
§ Ei 2 8 
I 2 8 

WtCSSmt Titos 



— i 2 t 




— ST 2 8 



W 2 8 



— assail 



a. 
is- 



2 8 



Yes No DK 

BB. 2 )c 8 



BtjLA 



^2 M 8 u 
Ijf 2 8 



— as 2 8 

B 2 8 



Si 



2 8 

til 

m 2 a 



p 2 » 

— 



2 8 

^"3Tl8 



Yes No DK 

|F: 2 8 



— sr 2 8 



S fe; 2 8 



m 2 a 

8 T_2 8 



33;2 8 



m 2 8 



jt : 2 8 
|f 2 8 
ST_2_8 

: i 2 8 

: 1 -'.2f*8 



(IF ITEMS 8*12 ABOVE ARE NOT VOLUNTEERED, ASK ABOUT EACH ONE SPECIFICALLY.) 



1b. (FOR EACH ITEM ANSWERED "YES* TO Q.la) 

discussed? 



Was the chid's overall physical or mental health 



ERIC 
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Chld's 



Chld's 
Name 



Wen any of the foUowing records/ 
document s concerning (NAME) 
examined during or since the 
inves ti ga ti on? (CIRCLE ALL THAT 
APPLY.) 

None ™ 

Schoo? r ec o rd s ... . .. »~ 

Medcal records — — . ... 
Psychological assessments; develop- 
meraal/irteBecaal functioning tests. 

Poiioe/probation repeats 

Other (specify) 



— 1 
—2 
_3 



_4 
_6 



3. Was (NAME) screened for any of the 
Wowing problems during or sinoe the 
ifMWtigifirm? 



Vision problems 
Hearing toes . 



Yes No DK 



Yes No DK 



Yes No DK 



Physical coordination and development 

trte*ectual to afarin g 

oocw/erncDonai mean . 



2 
2 
2 
2 
2 



2 
2 
2 
2 
2 



2 8 

2 8 

2 8 

2 8 

2 8 



4. Was(NAJyE)eHMiMnedbyaphysfcian 
during or sinoe the awestigabon? 



Yes No OK 
1 2 8 



Yes No OK 

1 2 8 



Yes No DK 

1 2 8 



5. Was an assessment made of (NAME)'* 
rt etge nc e or developmen ta l 
functioning during or sinoe the 
investigation? 



Yes No OK 
1 2 8 



Yes No OK 
1 2 8 



Yes No OK 
1 2 8 



CHECK CASE SUMMARY. 

Are there any other chidrsn whose m a ttr e atm eri was 
ttHftHf * * 1 * (Row 1)? 

Yes -GO TO PART NEXT CHOD 

No -GO TO PART 4A. 



ml 



PART 4* CASE ACTIVITIES 



I'd »ce to ask you some questions about other aspects of the investigation. 



1. Rrsr have you been the primaryworicerforthis case sinceitbegatt' 



Yes- 



No- 



1 m 

2 



2. How many previous workers were assigned to the case? ^ 



3a. (ASK RESPONDENT TO REFER TO LIST 12.) For each of the Wtowing people/agencies, ptease indicate if 
they were contacted during or since the inv estig a tion - 



Contacted 
Yes No DK 



(b) 
Substance 
Abuse 

Yes No OK 



Teacher or other school personnel . 



1. 

Z Ph ysi c ia n or other medical personnel, 

3. Mental heefth personnel . 

4. Social service program \ 

5. Law enloi c ement personnel. 

6. Neighbors/Mord 

7. Fri en ds ■■■ ■ »— 
a* Parent/c 



9* Other adtAtamiyiiwmbers (not 

pet pell jnu r or parent) 
10.* Perpetrator. 



11 * CMd (victim). 
12* Other chid— 



13. Other (specfyL 



2 


8 


1 2 


8 


2 


8 


1 2 


8 


2 


8 


1 2 


8 


2 


8 


1 2 


8 


2 


8 


1 2 


8 


2 


8 


1 2 


8 


2 


8 


1 2 


8 


2 


e 


1 2 


8 


2 


8 


1 2 


8 


2 


8 


1 2 


8 


2 


8 


1 2 


8 


2 


8 


1 2 


8 


2 


8 


1 2 


8 



(IF TTEMS 8-12 ABOVE ARE NOT VOLUNTEERED, ASK ABOUT EACH ONE SPECIFICALLY.) 



3b. (FOR EACH ITEM ANSWERED •YES' TO Q.3a) Was possURty of alcohol or drug abuse by any famly 
member discussed? By tamiy. we mean al adults in the case including caretakers, perpetrators and 
ad tits who permitted the mattreatmert 



BOX 8. CHECK CASE SUMMARY ROW 3. ASK 04-5 FOR EACH ADULT IDENTIFIED AS PERPETRATOR. 
WRITE NAME ON UNE BELOW. F NO PERPETRATOR, GOTO 06. 



The next two questions reler to the perpetrators of the nattmatment 

Was (NAME OF PERPETRATOR) assessed by a medical or mental health p ro fessi o na l for any alcohol or 
drug abuse problem during or since the inv esti ga tio n? 



Adutrs 
Name 

Yes No DK 

1 2 8 



AduTs 
Name 



Yes No DK 

1 2 8 



Aduffs 
Name 



Yes No DK 
12 8 



5. Did (NAME OF PERPETRATOR) acknowledge or deny the allegation ct fnaltreatment? 



AdUtfs 
Name 

Yes No DK 

1 2 8 
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Adults 
Name 

Yes No DK 

1 2 e 



AAA's 
Name 



Yes No DK 

1 2 8 



Was trie pnnwy caretaker, (NAME), mmd by a medeai or mental hesfih professional for any alcohol 
of drug abuse problem during or since the investigation? 

Yes : 1 

no a 

DontKnow S 



7. To what extant did the primary caretaker cooperate with the investig ition? 



Very cooperative 1 

Somewhat coop er ativ e. ■ - 2 

Neitriercoopeiatweriortreoope . 3 

Somewhat uncooperative « 

Very u ncooper at ive 5 

Dont know ■ 8 



8. Since the case was substantiated, how many tirnesc^ you or another casewc^v^ the tarr^ 
= Number of visits COO* « NOVtSTTS) 



da. Wem there any prettenswim the tamiywhto 

Yes — 1 

No 2 <Q10) 

Oontknow 8 (Q10) 

9b. Please descrbe: 



10. As a result of the maltreatment, were any services offered to any adtit who we rave 

Yes 1 

No ~ 2 <Q12) 



11. (ASK RESPONDENT TO REFER TO USX 13.) As a result of the rnatosatment, which of the following 
services were (a) offered to the femiy. but not provided; (b) referred, uncertain services were provided: 
or (c) provided by CPS agency or another agency. 













«9 






(a) 


(b) 


(c) 


Donl 






ptTeted 


Referred 


Provided 




1. 


Behavo" rnamgement 




2 


3 


8 


2. 


Day cam 




2 


3 


8 


3. 


Educational services 




2 


3 


8 


4. 


En^oyrnentftraininQ, ,, *», . 




2 


3 


8 


5. 






2 


3 


8 


6. 






2 


3 


8 


7. 


Houeehoid rnsnsgernent , , 




2 


3 


8 


a 


Housing assistance.**-. — , 




2 


3 


8 


9. 


Individual counseling^ — 




2 


3 


8 


10. 


Painty counseling^ - - 




2 


3 


8 


11. 


Other mental health services ( soecifv) 




2 


3 


8 


1Z 


Legal services*. 




2 


3 


8 


13. 


Medical services. - 




2 


3 


8 


14. 


Par era ttaaang 




2 


3 


8 


15. 


Peer support group — 




2 


3 


8 


16. 


Respite care 




2 


3 


8 


17. 


Transportation 




2 


3 


8 


ia 


GfeerfenadM 




2 


3 


8 



IP THERE ARE NQ ITEMS CIRCLED IN BOX. SWP TO 013. 
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12. (ASK RESPONDENT TO REFB^ TO LIST 14.) What war* tht masons tntt some sarvicas ware offered but 
net prowled? (CfflCLE ALL THAT APPLY.) 



a. CftsrtdM not want services ■ — 1 

b. Appropnite services did not exist — «~ 2 

c. Watingfet for service was too long 3 

& Tianspofttftion pfoMsflis prevented client access- 4 

e. 0«ycifepcott«TOprev«rt«dc*trt»cc«$s« 5 

f. Costofseivicewasprohtott* 6 

g. Other (specify) 7 

ru Dent know S 

13. Since the date of report for this maltreatment rove there been any new aflegations of maltreatment of 
dtidren in the household? 

Yes . i 

No 2 

Dontknow , e 

14. (ASK RESPONDENT TO REFER TO UST 15.) What is thecurrert status of the case? 

Case dosed/no other action 1 

Case open/protective services orty 2 

Case open/protective eervicas wd p revtft w g teiv ic es t ■ . 3 

Case open/fader care-, 4 

Case transferred from protective to preventive services 5 

Ac ti o n pe nd i n g . 6 

Other (speciy) 7 

Oont know 8 
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PART 48: FOSTER CARE PLACEMENT AMD SERVICES TO CHILDREN 



1SL 



Asa result ofthenotaaatn^ were an^ 



Yes- 



No. 



2 (Q5A) 



1b. Which chidren were placed in foster care? 
(WRITE NAMES ON LINES BELOW) 



ChJds 
Name 



Chiefs 
Name 



Chid's 
Name 



2a. In what type of setting was he/she 
placed? 



Foster tamiy home - 

Relative home 

Group home 

institution 



Other (specify). 



1 
2 
3 
4 
5 



1 
2 
3 
4 
5 



1 
2 
3 
4 
S 



2tx is chid sti in faster care? 
Yes 



No 

Dont know . 



3. 



What is the 
chid? 



plan goal far that 



Return home _ — , 
P la cement with other relative. 
Adoption*. 



1 

2(04) 
8(0SA) 



Permanent/AonQ-term fatter 

Emancipation. 

Other (specfy) 



2(05A) 
3(0SA) 
4(05A) 
S(OSA) 
.6(05*5 



1 

2(04) 
8(0SA) 



1 (OSA) 
2<0SA) 
3(05A) 

4(06N 
5(05A) 
, €(OSA) 



1 

2(04) 
8(OSA) 



1 (05A) 
2(QSA) 
3(Q5A) 
4(Q5A) 
S(QSA) 
. 6(QSA) 



What was the cateome of faster care far 
the chid? 

Return home 



Placement with ether relative . .., 
Adoptio n ...I i' 
Pertnanent/fanQ-term faster care — 
Emancipation. — ■■ 
Other (speary) 



1 
2 
3 
4 
5 
6 



1 
2 
3 
4 

5 
6 



1 
2 
3 
4 
5 
6 



ERLC 
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5a. As a rest* of the r na ttra a tmer t. warn any services provtied to any chid whose ma J traatm e nt 
s ubsmsitt ad? 



Yes : 1 

NO 2 (BOX*) 

5b. Wrich chldran racaMd these services? 



EMTER EACH CHILD'S NAME ON UNES BELOW IN CHART, THEN ASK QUESTION 6 FOR EACH CHILD. 



& (ASK RESPONDENT TO REFER TO UST 16.) Please indicate which of the foikiwing sen/ices were <a) 
cftered to the chid buna presided (b) rer^^ 
agency or another agency. 





CWds 
Name 


Chiefs 
Name 


Chad's 
Name 




Prv 


OK 


Off Art 




OK 


Off Art 


Pry 


OK 


01. 


Behavior modficabon.. 


1 2 




8 


1 2 


1 


8 


1 2 


s 


8 


02. 




1 2 




8 


1 2 


1 


8 


1 2 




8 


03. 


Critic Cam 


1 2 


i 


8 


1 2 


1 


8 


1 2 


i 


8 


04. 


QeyteM amt 


1 2 


i 


8 


1 2 


1 


8 


1 2 


2 


8 


OS. 


E/i^Joyii lei Aj/tiaining 


1 2 


1 


8 


1 2 


a 


8 


1 2 




8 


oa 




1 2 




8 


1 2 




8 


1 2 


3 


8 


07. 




1 2 


i 


8 


1 2 


i 


8 


1 2 




8 
























oa 


Irsart strwrfafinrt pmgroin^ 


1 2 




8 


1 2 


13 


8 


1 2 


i 


8 


09. 


Independent ftringnMiGAc.- — 


1 2 


3 


8 


1 2 


& 
3 


8 


1 2 


i 


8 


10. 


^•-^ 


1 2 


i 


8 


1 2 


3 


8 


1 2 




8 


11. 




1 2 


1 


8 


1 2 


% 


8 


1 2 


| 


8 


12. 


ilnnil | i . m 


1 2 


i 


8 


1 2 




8 


1 2 


3 


8 


13. 




1 2 




8 


1 2 


S 


8 


1 2 


1 


8 


14. 


Occmrttonei therapy — , 


1 2 


I 


8 


1 2 


i 


8 


1 2 




8 


15. 


Physical therapy - 


1 2 


3 


8 


1 2 


3 


8 


1 2 


1 


8 


16. 


Psychotogcai evatabon 


1 2 


a 


8 


1 2 


i 


8 


1 2 


3 


8 


17. 




1 2 


3 


8 


1 2 




8 


1 2 


| 


8 


13. 




1 2 




8 


1 2 


3 


8 


1 2 


3 


8 


19. 


Speech therapy 


1 2 


1 


8 


1 2 


3 


8 


1 2 


3 

» 


8 


20. 




1 2 


? 


8 


1 2 


3 


8 


1 2 


i 


8 


21. 




1 2 


3 


8 


1 2 


| 


8 


1 2 




8 


22. 


Other feaecivt 


1 2 


3 


8 


1 2 


3 


8 


1 2 


3 


8 



BOX 9. CHECK CASE SUMMARY. Are there any chidren whose maltreatment was substantiated who a& 
had a handicapping condition? (ROW 1 AND ROW a 

YES GO TO PART SA. 

NO- Am them arty «e*its with sudstara 

YES GO TO PART 6A. 

NO (END OP INTERVIEW) That concludes this irterview. Thank you again for your 

help. We pastry appreciate fc 
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PART5A: SERVICES POR SUBSTANTIATED VICTIMS WITH KNOWN 
OR SUSPECTED HANDICAPS 



ASK PART SA FOR EACH CHILD WITH T IN BOTH ROW 1 AND ROW 2 ON CASE 
SUMMARY.* 

Now. I'd ike to get some additional intonation on the services for the cridren wtt 



maferaatmeft is subsartiated- 





Crtid's 
Name 


Chiefs 
Name 


Chad's 
Name 


1a. Is (NAME) receiving services 
spedhca»yrf*atedtohts/hef 
handicapping condition? 

Yes 

No — 


1 

2(02) 


1 

2(02) 


1 

2 (Q2) 



1b- Whteh of the services that you juss toU me (NAME) is waiving are specificaly mated to his/her 
handicapping condition? 



REFER TO 06 OF PART 48 (PAGE 4-5), UST THE NUMBER OF EACH SSMCE 
PROVIDED BELOW, AND ASK WHETHER OR NOT EACH SERVICE PROVIDED IS 
RELATED TO CHILD'S HANDICAPPING CONPmON. 



Chiefs 
Name 


cm 

Name 


ChWs 
Name 


Service 
Number specftcaiy 
of service related to 
provided ffntffapQ 


Service 
Number specfr^y 
of service related to 
OTrtfed condition 


Service 
Number specAcatry 
of service related to 
provided «ntfft?" 


Y N OK 
1 2 8 


Y N OK 
1 2 8 


Y N OK 
1 2 8 


1 2 8 


1 2 8 


1 2 8 


1 2 8 


1 2 8 


1 2 8 


1 2 8 


1 2 8 


1 2 8 


1 2 8 


1 2 8 


1 2 8 


1 2 8 


1 2 8 


1 2 8 



Chkfs 
Name 



Chld's 



Chads 



1c. Who provides these services? (CIRCLE 
ALL THAT APPLY.) 



a You, the woricer- 



b. Other worker in chid weSare 
agency- 



c Other pubic agency 

d. Prwau agency or individual- 

e. Other (specify) 

t Don't tonow 



1 

2 

3 

4 

. 5 

8 



2 
3 
4 
5 
8 



2 

3 

4 

5 

8 
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Chiefs 



CHU's 



Chiefs 



Z Djd(NAME)'s condition affect the 
that ootid be offered? 



Yes 

No 

Donl know . 



1 

2 
8 



1 
2 
8 



3a. Did (NAME)'s condition affect the 
disposition of case? 



Yes 

No. 



Donl know . 



1 

2(04) 
8(04) 



1 

2(04) 
8(04) 



1 

2(04) 
8(04) 



3b, In what way? 
Chid'sName 



Crid's 



CWd's 



CWd's 



Does (NAME)'s condition afect the 
I outcomes of the esse? 



Y« 

NO 

Donl know . 



_ 1 
- 2 
8 



1 
2 
8 



1 
2 
8 



5. How wel do you think {NAME)'s 

pererCE/caratakers understand the way 
that his/her co n di ti on limits his/her 
t u nc tio rinq? 

C-jrnpjatsly understand 



DonltrtctttandataB. 
Caretakers mixed in 
undenttnefog 
Dont know- 



1 
2 
3 

4 

8 



1 
2 
3 

4 

8 



Does (NAME)*s condition place any 
add? km! burden on the 



Yes 

No. 



Dont know . 



1 

2(Q7a) 
8 (07a) 



2(Q?a) 
8 (Q7a) 



2 (07a) 
8(071) 
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6b. If yes. please describe any adcfticn* buttet 
Chiefs Nam 





CWtfs 
Name 


Chiefs 
Name 


Chid* 
Name 


7a. lnyouropir^d«(NAJ^'$condi&^ 
ingiyway^ame'oriaadtotht 
rnflfcreatmenc? 






2(80X10) 

8(80X10) 


Ma 


ZZ 2 (BOX 10) 




Don* km* 


8 (BOX 10) 


2 (BOX 10) 

8 (BOX 10) 



7b. Please describe: 
Chiefs Name 



B^ 10 - O^EOC^SU>«4ARY. ROW1AKDROVV2. Aie thereby more chidren with 
maitraatmert was substantiated 1 ? 



Yes (PART 5A - Gi - NEXT CHILD) 

No (PART 58) 



PART SB: SUBSTANTIATED VICTIMS WITH SUSPECTED HAMDICAPPMG CONDITIONS 



ASK PART SB FOR SAME CHUJRB* AS PART SAflBOTH BOW 1 AND 
ROW 2). 



Now. I'd Ita to got some addition* Moimtion on (NAME)'* tandfcappmgcandSon. 



ERIC 



1. Has (NAME)'$condtoon been 
diagnosed by a professional? 



Yes 

No. 



Chld's 



Don! know. 



(ASK RESPONDENTS REFER TO 
UST 17.) Which ofthefolowing has 
diagnosed (NAME)** condition? 
(CIRCLE ALL THAT APPLY.) 



a. 

tx 
o 
d. 
e. 

I 

a 



Physician ■ 
Other heafih personnel . 



CSnicei psychologist — 

\Mm iiejiMi nsejui pnjRxssnnau 
School teacher, gudance 

Off 



Other school personnel . 
Other (spedry) 



When was the dagroas made? 



Before iiufiisiHiisH- 



During investigation of 
the maltreatment.^—-^ 
After the i 



4. Do you have a copy of trie moocal, 
s c h oo l, or other o l agn otfic report 
nr SMoJuejion? 



Yes 

No. 



Have you or any other caseworker 
spotcan or mex wan me prowuiu m 
who made the doxpioes 
or oth er prof a ssionafe concerning 
(NAME)** condition? 



Yes. 

No M 



6a. Does (NAME) attend schoot? 
Yes 



No 

Dont know . 



6b. Has (NAME) been in aspect school or 
speofll class tor chidran with a 
handcapping c o n dition? 

Yes 

No 



Don! know . 



2(Q6a) 
8(Q6a) 



1 
2 
3 
4 
5 
6 

7 
8 
9 



1 
2 



2 (07a) 
8(Q7a) 



1 

2 
8 



Chiefs 
Name 



2 (06a) 
8(Q6a) 



1 
2 
3 
4 
5 
6 

7 
8 

9 



1 
2 



2 (07a) 
8 (07a) 



1 
2 
8 



Grid's 
Name 



2 (06a) 
8 (06a) 



1 
2 
3 
4 
5 
6 

7 
8 
9 



1 
2 
3 



1 
2 



2 (07a) 
8(Q7«) 



1 
2 
8 



ico 



5-4 



Chiefs 



CMkfs 



CMcfs 
ii 



7a. 



Does (NAME) routinely take any 
mediation lor his/her condition? 

Yes 

No 



DorVtknow . 



1 

2(08) 
8(08) 



_ 1 

- 2(08) 

- 8 (08) 



1 

2(08) 
8(08) 



7b. What mecSca&on? 

(WRITE RESPONSE IN 
APPROPRIATE COUJMN. ENTER OK 
IF RESPONDENT DOESNT KNOW) 



8. Do you suspect any i mp air ment in 
(NAluO's irtelscmii fi^ncboning? 



Yes 

No — 

Don't know. 



(ASK RESPONDENT TO REHER TO 
USTia) Has (NAJiE) been dassfied 



Not maided, but beta* 



Mkty retarded 

Modonetfy maided 
Sesereryreardod. 



2 (Q10) 
8<Q10) 



1 

2 (010) 
8(010) 



1 

2 (010) 
8 (Q10) 



Profoundly retarded . 
L*flri of retardation 



Confiding dognosas on 

level of retardation 

Dontfoow 



1 
2 
3 
4 
5 



1 
2 
3 
4 

5 



7 
8 



1 
2 
3 
4 

5 



7 
8 



10. (ASK RESPONDENT TO REFER TO 
LIST 19.) Which of the fcflowing 
descrtes (NAME)'s con*on? 
(ORCLE ALLTHAT APPLY.) 



1. 
2. 

3. 



Bedridden or wheelchair, 

uratteto propel self 

In wheelcha ir, able to 
propel e*L 



4. Wtfks embraces or crutches- 

5. Inpaired virion ~ 

a 

7. 

a 

a Missing or malformed Umt&~ 

10. Booty tactions requtfs 
continue moni to rin g . 



Impaired hsering__ . 

Communctfion disorder.. 
Speech disorder.. 



11. Speciel medication n eede d - 

12. 24-hotr supervision neadecL 

13. Other (spedry) 

9a Donlknow 



01 

C2 

03 
04 
05 
06 
07 
08 
09 

10 
11 
12 
13 



98 



01 

02 

03 
04 
05 
06 
07 
08 
09 

10 
11 
12 
13 



98 



01 

02 

03 
04 
05 
06 
07 
06 
09 

10 
11 
12 
13 



IGi 

5-5 



■A 


a*rs 

Name 


ChkTs 

* » — 

WW 


Chiefs 
Name 


11. (ASK RESPONDENT TO REFER TO 
UST20.) What substantial fimitttons to 
My fe/ina does (NAME) have? 
(CIRCLE ALL THAT APPLY.) 


1 


1 




a. None 

b. Needs heipea&*ig 

c. Needs help dressing, - 


... _ 3 




2 

3 

4 


d. Needs help toiebnQ ~ 

e. Needs help in nvel 

f. Notrel^toietwineQ- 

g. Has problems communicating 

h. Dontknow — — — — 


? 


- S 

.... 6 

, , - ? 


5 

. 6 

~ 8 


ft 


8 



&OX11. CHECK CASE SUMMARY. Am tfiere any more n«ta^^ 

Yes (PART 58 -neat chid) 

No Do ^ of the adkitt suspected of substanc* 

abuse(Ftow7)atotwVinsh^am(Ro^3^? 

Yes GO TO PART 6A 

No (ptDfNTBMEW) Thai cofclddes this intervww. Thank 

youagwtor your Nip. Wepjeattyappieciaie*. | 



1G2 



PACT fife SERVICES FOR CASES WITH KNOWN OR SUSPECTED 
ALCOHOL OR DRUG ABUSE 



ASK PART 6A FOR EACH ADULT WITH SUBSTANCE ABUSE (ROW 7) WHO ALSO HAS V IN SHADED 
AREA (ROWS 3-5). 



Nod rd ike tog* some addfonalin fo m 

with key rote in this case who are suspected of alcohol or drug ab«e (REVIEW WITH CASEWORKER WHO 
THESE 1NVIDUALS ARE. Example: 'John is suspected of atoohdor drug abuse and he is the primary caretaker. 
Franone is ate suspected of alcohol or drug abuse and she is a perpetrator/) 

First/next is (NAME). 



Mutts 
Name 



Adtffs 
Name 



Adtft's 
Name 



1a. Has (NAME) been evaluated by an 
kidividuaJ or t*tfty far an alcohol or 
dnjg abuse problem since the 
matoeatmenr? 

Yes 

No 



1 

2<Q2a) 



1 

2(Q2a) 



1 

2 (Q2a) 



lb. Who evaluated (NAME)'* condition? 



Physicwi-. 
Psychiasris 



Other (spectfy)- 



1 
2 
3 
4 

5 



1 
2 
3 
4 
5 



1 
2 
3 
4 
S 



Dont tmow- 



2a. Since the ma toe aun e itt , has (NAME) 
received treatment lor his/her alcohol 
or drug abuse problem? 



Yes 

No 

Dont know . 



1 

2(04) 
8(04) 



1 

2(04) 
8(04) 



1 

2(04) 
8(04) 



2b. 



(ASK RESPONDENT TO REFER TO 
UST 21.) What type of treatment did 
(NAME) raceive? (ORCLE ALL THAT 
APPLY.) 

Drug or aloohoi outpatient 
cotweeing 



Residential 




Narcotics or Alcoholics 
Anonymous- 



rrfCnoiogcM/ mental neann 
cowseGng. 



Other (specify). 



i 
2 
3 
4 



6 
7 



1 
2 
3 
4 



1 
2 
3 
4 



6 

7 



3. Is (NAME) currently receiving 
treatment? 

Yes 



No 

Dont know 



1(0Sa) 

2 

6 



1 (06a) 

2 

8 



1 (06a) 

2 

8 



ERLC 
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AATs 
Name 


AAJfs 
Name 


AdiTs 
Name 








4. Were atohd or drug abuse treain^ 

Services ID (nWC> OtK IK* 

provided? 
Yes 


i 


1 




No - ~ 


2(Q6a) 


2 (06a) 


ZZZ 2{Q6a> 


Dont knew — 


... 8{Q6a) 


- t(Q6a) 


8(Q6a) 


5. (ASK RESPONDENT TO REFER TO 
UST 22.) What was the primary reason 
for non-provision? 

Qienirsfused ... 


1 


1 


— 1 


ProhfetewaSng bsts for services 


2 


2 




3 


. 3 


3 


Appropriate services not erasable.. 

CotJd not afford services 

Transportation problems prohibited 


...... a 


. .. A 


, , 4 


5 


5 


5 


Chad care protrfcmi proNbaed 
access to services 


6 


6 


6 


Other (speciy) 


7 


7 


7 


DoritKnow 








ft 


_ e 


, 8 


6a. M<NAI^'salcchclordnj9at)min 
any way interfere wih or affect the 
prevision of other services to the faraiy? 

Yes 


1 


1 


. 1 


No 


2(07) 


2(07) 


2(07) 


Dont know . 


8(07) 


8(07) 


• 8(07) 



6b. 



Pleas* describe: 



AdUfs 
Name 



Description 



7. is thrire evidence to suggest that 
(NAME) was under the Muenceof 
alcohol or drugs at the time of the 
majtraatment? 

Yes - 


1 


1 


. 1 


No 


2 


2 


... ...... 2 


Don't teiow „ 


8 


^ 8 


8 


8a. Did (NAM£)'s atoohoJ or drug abuse 
affect the oSspoattonof the case after 1 

Yes 


i 


1 


1 


No 


.. 2(0*) 


2 (Ofti) 


- 2(Qfie) 


Don't icww . ~ 


8(098) 


8(Q9t) 


8(091) 



IG4 



6*2 



8b. Please describe: 
Adults 

Name Description 



AdulTs 
Name 



Aduft's 
Name 



Adults 
Name 



Did (NAME) '$ alcohol or drug abuse 
affect the expected outcomes erf the 



Yes. 



No, 

Dontfcno*. 



1 

2 (QlOa) 
8 (010a) 



2 (QlOa) 
8 (010a) 



1 

— 2(Ql0a) 

— 8 (010a) 



9b. Please describe: 
AdUfs 

Name Description 





Adult's 
Name 


Adutfs 
Name 


Adults 
Name 








10a. In your opinion, (fid (NATO's aicohol or 
drug abuse "cause* or lead to the 
maftraazmarf? 




2 POX 12) 




Mn 


2 00X12) 


2PCK123 


Don't km* 


8 POX 12) 


8PCDC12) 


8 POX 12) 



10b. Please describe: 



Adutfs 

Name De s crip ti on 



BOX 12 
CHECK CASE SUMMARY. 

Are theft any additional adults w*h substance abuse (Row 7) who also have 
check in shaded area (Rows 3-5)? 



loo 



PART a* ADULTS WTTH SUSPECTED 
m Attvjutftem pmia ABUSE 

ASKPAKT6B TOR SAME ADULTS AS MCT6A<RCW7AfflROWS«) 



NowJ'dHcttocjBtaomtadoTticwtf 
1. BnetydasefketheWorimiion^ 
AduffsName Description 





Adutfs 
Name 


Adult's 
Name 


Adurs 

Name 








2. Wc^ycusaythatffWMETsalccfcoior 
drag abuse *ouki be characterized as: 

dependence on alcohol or drugs 
phrenic that is, koj wwu 
contiruel use of alcohol or drags not 
irwoMng a physical dependence 

periods wttiout using any alcohol or 
drugs and ttan angles in intense 


1 


1 




2 




- 2 


... 3 


3 


3 










Other (describe) 


5 


£ 


9 


Don! Know ■ 








_ 8 


..... 8 




3. Did (NAME) acknowledge abuse of 
alcohol or drugs at the time of the 
maltreatment? 

Yaa 


i 




1 


No 


2 




- ? 


Dontlrow 


8 


a 


ft 


4a. Atthetimeof thenrttreatment, was 
(NAME) participating in a sefrhelp 
group such as AA or Narcotics 
Anonymous? 

a Yaa 


. 1 


* 




b. No 


.... 2 


2 




c, Donttaow 


8 


« 


. - 8 


4b. Prior to the tirne c* imfcreamwr*. did 
(NAME) participate in a seWierp group 
such a* AA or Narcotics Anonymous? 

a. Yas 


1 


1 


- ~ 1 


b. No — 


2 


2 


™ . 2 


c. Don't know 


8 


.... i — • 
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AAA's 

■ « - - - 
piVne 


AAA'S 
Name 


Aduffs 
Name 












5a. Atthetrndthemafertstmertwas 
(NAME) teoerving medteaf treatment for 
an alcohol or drug abuse pcottannf? 

* Ytt 




--- 1 






2 








8 


ZZ 8 


„ 8 


a DorrttoKMf 

5b. Pwtothet^ofn«ttreaimert,had 
(NAME) ever received medical 
treatnwt for an alcohol or drug abuse 
proWam? 

a. Yes 




1 


1 


b. No — 






2 


a Dontknow 


a 


~ 8 






&l Atthatmafthemato«acmant,wK 
(NAME) meowing psychtoric. 
psychological, or counaating services 
foranatoohdordrugabuaeprobtern 
from an MMdurt or fadfty icanaad to 
traact alcohol or drug abuaa problem*? 

a. Yaa 


1 


1 


, n ; i 


b. No 


2 




2 




$ 


„ 8 


8 


6b. Prxytothetirrwofthenuttoainiart, 
nao (N^Mtrj war recewm* . 

for an aioohol or drug abuaa problem 
from an MMdurt ortadty feeneodto 
traat alcohol or drug abuaa problems? 

a. Yee_ 






1 


tx No ■ 


2 


2 


_ „ 2 


a Dontkno* — — 


* 


8 




7a. AXthetin»oftomatoea*raert,wes 
(NAME) receiving meraal health or 
couneefing servces not spocfiafy 
designed to Mt alcohol or drug abuaa 
problems? 

a. Yes 


1 


1 


- 1 




2 


.2 


2 


fVwt Immm 


8 


ft 


* 


Of mv Mm tirv^ /if rTMfrTtttffTTMtff hsd 
7D. riaJTID Ve wm V •"■uwuiw^ ■»* 

(NAME) receded mentti haatth or 
oounaaing services not spocfcafty 
daaigned to traat aioohol or drug abuae 
problems? 

a. Yea- 




1 


1 


b. No — 






2 


c. Don't know 


8 


8 


8 


1 Has (NAME) been fired froma job for 

atofliMll ordfua UH^ 

Since the trattrsaBnera — 


.... 1 


i 


1 


to the year baton 

the matoeetmera 


2 




. 2 


At some othar time. 


4 


3 


-~ 3 


Donl know 


.. 8 


. - 8 


... 8 



1G7 



«l 4 



\ 



9a. Has (NAME) been arrested for an 
alcohol or drug abuse-related problem? 



Yes. 
No. 



Dont know . 



9b. 



When was (NAME) most recertry 
arrested? 

Since the maltreatment was 

rep o rt ed — 

In the year before the 
maltreatment was reported - 
At some other time. 



to. What was (NAME) mostrecectfy 
arrested tor? (DONTREAD 
RESPONSES) 

Possession of Hegrt drugs ■ 
Sate/distribution of legal drugs 
Drwng whie iii ia xica te d 



Vagrancy, dtoorderty conduct or 
other charge in whchttcDdcationwasa 
factor - — 



Other charge (specify)- 



Don't know . 



11. DoyouhavtamerJMorpsychologictf 
report de sc ribi n g (NATO's alcohol or 
drug abuse problem? 

Yes 



No. 



12. Have you or any other ca se worker 
spoken w*h any heafth/mental heatth 
p rofe ssi o na l co n ce rning (NAME)'s 
problem? 

Yes— — 



No. 



13. Does (NAME)'s use of alcohol or drugs 
prevent him/her irom doing any of ttie 
(Plowing? (CIRCLE ALL THAT APPLY.) 



a. 
b. 
c 
d 
e, 
f. 



Shop. 



Prepare meals- 
Go to work- 



Supervne chidren 

Get chWren to school. 
Other (spedfy) 



g. None of above- 



1 

2(011) 
S(Q11) 



2 
3 



Adttfs 



1 

2(011) 
8 (011) 



1 
2 
3 



1 

2 



1 
2 
3 
4 

5 
6 



1 
2 
3 
4 
5 
6 



Adult's 



2(011) 
8 (Q11) 



2 
3 



_ 1 
2 
3 



4 

5 



1 

2 



1 
2 
3 
4 

5 
6 



CHECK CASE SUMMARY. 

Am triere any additional ad litsw^ 
X in shaded areas (Rows >5)? 



*ES.. 



NO. 



GO TO 68, NEXT ADULT 
CLOSING 



(CLOSING) _ ^ . 

That concludes this interview. Thank you again tor your help. Wegreatfyappreaatefi. 
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